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The uses to which vital statistics are applied become every 
year more manifold, but this is not a cause for unmixed 


satisfaction. Some of these uses are embarrassing to the 
medical profession, not because unpleasant truths are 


thereby revealed, but because statistics culled from public 
health records and then subjected to incomplete analysis 
or ingenious misinterpretation are employed by interested 
persons to’ disprove '’ the adequacy of this or that form 
of therapy or prevention. 

An example of this is to be seen in the use in certain 
quarters of the national statistics of death from pernicious 
anaemia and ‘prove ’’ that the claims of 
medical research workers to have discovered remedies for 
these diseases were unfounded. As this is an instance 
where the misuse cf figures may have unfortunate results, 
it seems advisable to point out wherein the fallacy lies, 
and to measure in as simple a manner as possible from the 
statistics of death what effect modern therapy has so far 
had upon the chances of life tor those afflicted by these 


diabetes to 


diseases. 


Observed Changes in Death Rates 

In the first place, let us inquire what has happened to 
the death rates since the discoveries of the new remedies. 
The introduction of iver therapy in 1926 was followed by 
an immediate fall in the standardized death rates from 
pernicious anaemia in England and Wales. This is shown 
in Table I, where the rates are expressed as percentages 
the triennium 1924-6 pre- 
new remedy. By 1928 male mor- 
per cent., and female mortality by 


of the corresponding rates in 
ceding the use of the 
tality had fallen by 35 

TaBLe 1.—Pernicious An 


vwennia. Death Rates per cent. of the 


( spouding Rate wn 1924-6 
Males Females 
Ages 0 15-| 65 over 0- 25 45 | 65 over 
| | | 
1924-6 .. | 102 100 100 100 100] 1¢0 100 100 100 100 100} 100 
| | | | |. 
98 84 91 96 97 | 86 | 90 | 93 | 98} 109 
19% 65 «102 5955/77) 92 67 77| 56/64/78} 91 
70 78 59 58) 86} 135 | 67 | 66/58 | 64184) 109 
1990 ...| 76 74 69 71; 85| 121 | 72 | 45/| 63; 63|84| 178 
1931 74 54) 64/89} 149 58/58) 74/91) 112 
| | 
1932 85 (106 53 72/106] 167 «1! 83 162 
133 76 | 69 55, 68/91] 169 79 47/64) 72/102 | | 


33 per cent., but the rates then gradually rose again to 
about 85 per cent. of the 1924-6 level by 1932. In 1933, the 
latest year for which the deaths can yet be ascertained, 
there was again a fall to 76 and 79 per cent. of the 1924-6 
rates for males and females respectively. The death rates 
at separate ages have been recorded year by year in 
the Text Volumes of the Registrar-General’s Statistical 
Review, and were examined very carefully and in greater 
detail in a recent excellent study by Dr. A. Bradford 
Hill.!. They show that although the early fall in death 
rates has been fairly well maintained at ages under 45, 
since 1928 some of the improvement has been lost at ages 
45 to 65, all of it has been lost at 65 to 75, and at 75 and 
over there-has been a considerable increase in death rate 
to the extent of nearly 60 per cent. (See Table I.) 

If we next turn to the behaviour of diabetes mortality 
since the introduction of insulin in 1923, the story told by 
the death rates as they stand appears even less satis- 


fying. The standardized rate (Table II) for males fell to 
87 per cent. of the 1920-2 level by 1925, and then 


increased again to its original level by 1929, and has 
remained about that level since, whilst for females the 
rate has risen since 1922 by as much as 27 per cent. 
Separating into two groups of ages, under and over 55, 
and standardizing each rate, Table II indicates that at 
ages under 55 mortality has fallen by 41 per cent. for 


Taste Il.—Diabetes. Death Rates per cent. of the Corresponding 


Rate in 1920-2 


Males Females 

1920-2 ; loo | Ico | 100 | 100 100 100 
| 79 lio =| 104 95 112 
12 | 108 93 116 
19.5 pe | 87 67 104 104 80 122 
1926. ae €8 112 101 74 121 
116 112 16 139 
7 | 68 126 112 79 1:8 
129 101 73 125 123 81 155 
19390... | 99 65 128 119 72 155 
9% 62 122 123 157 
1932 9 | 60 131 125 15 162 
ae | 59 132 127 73 164 


* Standardized. 


* Standardized. 
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1014. May 18, 1935} 
males and 22 per cent. for females since the introduction 
of insulin, this being offset by increases at ages over 55 
amounting to 32 per cent. for males and 64 per cent. for 
females. 
to be found in the Registrar-General’s Reviews for recent 
years. 


A more complete analysis at separate ages is 


Expected Changes in Death Rates 


What changes in the deaths and death rates would be 
anticipated if the remedies were fulfilling expectations? 
The remedies were only claimed to be ‘* curative ”’ 
long as the treatment was continued, and from this several 
important follow. Every patient under 
treatment for one of these diseases (which for clearness 
I shall designate by D) must eventually die of one of 
three groups of causes: (1) a relapse of the disease D due 
to failure to use a remedy of reliable potency and to con- 
tinue its use with the necessary regularity ; (2) 
infective process intercurrent such 
influenza, or general disease such as cancer ; or (3) some 
** heart, lung, kidney, or 
nervous affection, 

The first of these events must be quite common owing, 
on the one hand, to the variety of forms in which liver 
therapy, for example, is being admuinistered,? and on the 
other to weariness or lack of perseverance on the part of 
the patient. In this case the death will have been post- 
poned by the treatment to a later age than would have 
been the case without it. In the event of (2) the death 
will usually be certified due to the other 
coupled with or contributed to by D, and owing to the 
precedence over D which is usually given to diseases of 


so 


Onsequences 


some 


or acute disease as 


disease, such as a 


as disease, 


this group in the classification of deaths due to joint 
causes, the death will be credited for statistical purposes 
as a rule to the other disease, and will therefore affect 
the statistics preciscly as though the patient had been 
permanently cured of D. It may be noted that a super- 
imposed acute infective condition may not of itself kill 
the patient, but may lead te death from the disease D 
by rendering the ordinary dosage of the specific remedy 
inadequate. In the event of (3) the death will usually be 
certified with mention of D as a partial or contributory 


cause, and owing to the precedence in classification 
usually given to D over such causes as heart and lung 


conditions by reason of its prior incidence or supposed 
i ie as a primary factor, the death will be credited 


] + 


as aru to D, the statistical effect of the new therapy 
being, therefore, as in (1), to postpone ‘the death to 
later ape 


three events the deaths classed under (2) must 


be relatively few compared with the others, for, if the 
children’s diseases are excluded, deaths from all those 
causes which usually take precedence in’ classification 
over diabetes or pernicious anaemia, when jointly stated 
with them, form only about one-quarter of the total 
deaths. A Jonger exposure to the risk of dying from 
this group of causes after diagnosis of the disease D 
must have tended to depress slightly the recorded death 
rates at all ages. During a severe influenza epidemic 
this may be of some importance ; thus, during the last 
quarter of 1918, 122 deaths were attributed to diabetes 
plus influenza, and thirty-seven to pernicious anaemia 
plus influenza, in England and Wales, compared with 
about 950 and 500 classed to the diseases themselves. 
In normal periods the increase of such transfer of deaths 
to other causes owing to longer survival is not of great 
statistical importance. 

The main effect to be anticipated on the statistics of 
deaths from cause D, whether the patient continues treat 
nent until he dies of some other cause or whether hy 
discontinues treatment and suffers a relapse, is therefore 


of deaths to a later age. 


a postponement 


Owing to the 


PERNICIOUS ANAEMIA AND DIABETES: 
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increasing risk of death from causes of class (3) above ag 
age advances, the average duration of this post ponemen} 
must decrease in passing up the age scale. For simplicity 
of calculation let us suppose that the average duration 
of life after diagnosis of D was originally two years, and 
that the result of the new treatment was to increase this 
to ten years for cases arising at ages 15 to 25, to ine 
at ages 25 to 35, to eight at 35 to 45, and so on to four 
years at 75 and over, as shown in the third line of 
Table HL. Suppose also that the numbers of new cages 
arising in cach year are as shown along the first line of 
the table (the distribution corresponding very roughly to 
the probable distribution of ages amongst new cases of 
that this incidence of new Cases 
continues unchanged, and that permanent cures allowing 
complete cessation of treatment are rare. For simplicity 
it has been assumed that there is no variation around the 
average durations of life. Before the treatment was 
introduced the annual deaths resulting from an average 
duration of two years at each age would be as shown 
along the A line otf deaths, and after the treatment had 
been in general use long enough for rates to become stable 
the deaths would be as shown along the line B. 


pernicious anaemia), 


III 
Age 
Total 
5 9 anc 
15-]25—  35-!45- 55-| €5 over 
New cases arising each yeur ... | 2 8 | 15} 204 25 | 20 10 100 
Average life in years after{/A| 2] 2| 2| 2] 2] 2 


According to tais hypothetical scheme there would be 
no ultimate change in the folal deaths, but in the period 
just following introduction of the treatment there would 
be at first a rapid fall in total annual deaths, and during 


that period the number of persons suffering from. the 
disease who were alive at a given moment in the com- 
munity would increase year by year until stability 


between incidence and deaths was reached. The deaths, 
after an initial fall, would begin to rise again until this 
condition of stability 

The death statistics of pernicicus anaemia show. that 


was attained. 


the mean annual deaths triennium 19246 
numbered 2,625, in 1927 there were 2,655, and then in 
successive years after introduction of the new therapy 
the numbers were 1,854, 1,955, 2,150, 2,226, 2,591, 
and 2.428, The total deaths, therefore, showed the 
expected initial fall and gradual return almost to the 
original level five vears aiter the liver treatment was 
introduced. 

Comparing the B deaths with the A deaths in Table II, 


there is a decline in the number at each age group under 
55, no change at 45 to 65, and an increase at ages over 
65. The pernicious anaemia deaths shojgy a change of 
this kind when the vear 1982 is compared with 1923, 
vears having almost the same numbers of total deaths: 

| 0- 15 4 65- Wand Total 
1925 39 77 134 | 261 339 | 759 | 629 147 2,585 

| 

1932 31 48 &9 166 398 152 820 287 2,591 


There had evidently been a transfer of deaths up the 
age scale during the interval, resulting in a decrease of 
318 deaths at ages under 55 and an increase of 331 at 
ages Over 65. 


Males 


Fema 


| MA’ 
— 
| | For 
| there 
| which 
| 1919) 
55. 
| millio 
| age 
| food 
| tality 
being 
| over 
inter! 
| belov 
in 
| 1922. 
| were 
| 
| 
| 
| 
| 
2 
3 
| | 4 
| 
| 6 
| 5 an 
4 
f 
Har 
Of the | 
yec 
be 
19: 
age 
col 
the 
55 
53: 
ab 
de 
| we 
to 
Uf 
m 
be 
| in 
hi 
st 
di 
= | in 
| W 


May 18, 1935] LENGTHENING OF LIFE BY MODERN THERAPY CaceTeeBerisn’ 1015 


ITISR 
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—— 
OVE as For diabetes the position is more complicated, since 
nement there has been in progress during the whole period | for Males Females 
aplicity which death statistics are available (except from 1915 to | | | | 
: ly increase in mortality rates at ages over 
Uration 1919) a steady 8 | 
rs, and 55. This 3s shown in Table IV where the rates per | 6s | 99 | 198 
Se this million living 1n England and W ales are given at six ne e ; a 
ni age groups at various periods since 1861. The years of | sti | 
to food restriction were marked by a fall in diabetic mor- ‘ 
line of | tality at all ages over 35 during 1916-19, a minimal level 
cases | being reached in 1918, quickly followed by a rise at ages ni as 
line of | over 45 as food became more plentiful. Ignoring this prece t errup 
hly | interruption in the trend, and having regard to the note | PY t of the 
‘Ses of below Table IV, there was no very pronounced change in 
Cases in the rates at ages under 55 between 1891-1900 and ? rid app 
lowing | 1922. The standardized death rates at ages under 55 to S expecte 
plicty were as follows : would be as shown in able V. e registered deaths 
arr ———— ee — in the four years at these ages _exceeded the numbers 
1891-1900 | 1901-10 1912 thus expected by 567, 460, 593, 567 in the four years— 
vehi Sere ae that is, by 547 in the average year—and these numbers 
slide Males ... 49.8 50.2 506 | 515 are seen to be approximately equal to _the annual 
t had ae 35.9 417 448 =| 444 deficiencies of deaths at ages under 55, which averaged 
stable 517. In other words, the recent trend of the death 
: . statistics can be adequately explained by a transfer of 
Death Rotes per | deaths up the age scale, sufficient to postpone about 
|1861-70 1871-€0 1881-90 189:-1900 1991-10] 1915 1918 | deaths in- each you theee) 
aia ae; | we: __ | from before 55 to after that age, superimposed upon a 
Males | | continuation since 1921 of the pre-war trend of mortality 
Total i - a rates at the various ages. In assessing the value of this 
59 F165" F 50 ** postponement of death it is well to remember that 
| 5 | 69 79 | 87 78 96" 69 | 26 | the persons affected are not just ‘‘ alive in bed,’’ but 
—_ 5 83 66 135 161 160 | 181 $123 | 133 go | are for the most part of an age and in a condition to 
65 | 18] 248 399 569 731 735 1618 661 | 888 Tastz V.—Diabetes. Actual and Expected Deaths, 1930-3 
and up.| 121 172 315 | 474 729 969 $745 772 | 1,326 Agee | 
| — 45-55 under 55| under55 | over 55| over 55 
— -|- 3135 36 | 25 
| 30 33 <6 S| (Expected | 1,107 | 632 1,739 3,861 
uring 45- | 37 | «(50 82 112 129 130 $103 FF 124 | 118 (Actual ...| 702 540 1,242 500 4,568 460 
65- | 62 | 107 28 | 380 | $74 | 820 511 6:6 1,178 691 527 | 1,218 532 4,890 593 
38} 181 | 312 973 | 750 508 632 | 1,275 Expected 1,16 634 1,750 4,297 
this *Rates amongst civilians only, and therefore influenced by selection. Actual... 723 501 | 1,224 530 5,054 567 
The rates for 1913 were 41 at 15-25, 01 at 25-30, and 80 at 35-45. ae 1,017 637 | 1,754 4,487 
bsp The deaths to be anticipated at ages under 55 in recent 
sai years if insulin had not been introduced would therefore Lengthening of Life in Pernicious Anaemia 
pies be given, as nearly as may be judged, by applying the For a disease whose incidence of new cases may be 
et 1920-2 death rates to the population at the corresponding | regarded as constant over the period under review, 
ie, ages in the year in question. These expected deaths in | Table IIL suggests a simple method of depicting and 
the each year, 1930 to 1933, are shown in Table V, and for | measuring the net improvement in the length of life 
” comparison the actual deaths registered. It is seen that | which may be attributed to a new ‘“‘ maintenance treat- 
bats there were aggregate deficiencies of deaths at ages under | ment.’’ The total years of life lived after diagnosis by 
55 from the expected numbers amounting to 508, 500, | the 100 cases in Table IIL would be, under A conditions 
Il, 532, and 530 in the four successive years. It is reason- | (that is, before the treatment was introduced), 200 years, 
ade able to suppose that these represent approximately the | and under B conditions it would be given by the sum 
oa deaths which would have occurred at ages under 55, but | of the products 2 x 10, 8 x 9, 15 x 8, 20 x 7, 25 x 6, 
Bi were postponed by insulin to some age oveyg 55. 20 x 5, 10 x 4, or 642 years, the average increase in life 
hak At ages over 55 mortality rates are seen from Table IV | due to the new therapy being, therefore, 4.4 years. If 
to have risen continuously and very greatly from 1861 | the mean age at death is calculated simply from the A 
“aR up to 1915. There was then an abrupt fall to the 1918 | and B distributions of 100 deaths by ages (taking the 
otal Minimum, and by 1920-2 the 1915 level had not yet | mean ages of the groups to be 20, 30, 40, 50, 60, 70, 80), 
I been regained. The progressive rise must represent an | the A distribution gives 57.6 years and the B distribution 
a increasing incidence or recognition of diabetes at the | 61.8 years, the difference being 4.2 years, or practically 
9 higher ages, the effect of this being also enhanced in the | the same result as was found from direct knowledge of 
= statistics of death by more complete certification of | the incidence of cases and mean durations of life. From 
the diabetes as a cause of death at these ages. The recorded | this and other considerations the simple method depicted 
a increases in death rates per million (a) between 1891- | in Figs. 1 and 2 emerges of assessing the average increase 
at 1900 and 1901-10 and (b) between 1891-1900 and 1915 | in duration of life of pernicious anaemia cases which has 
were as follows: resulted since the new forms of treatment were introduced. 
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The mean age at death has first been calculated for 
each sex in each year since 1921 for pernicious anaemia, 
by means of the Registrar-General’s records for England 
and Wales, and the results are given in Table VI, and 
represented by the continuous lines in Figs. 1 and 2. 
Part of the rise which is evident is merely due to the 
gradual increase in the average age of the living popula- 
tion, and, in order to allow for this, the mean age at 
death which would have obtained had the death rates 
at each age remained unaffected by the changes in treat- 
ment has been calculated for each year. The 1921-6 
death rates for each sex at eight age groups have been 
multiplied by the populations for that sex and age, giving 
the expected deaths at each age, and by summation the 


| 


1921 1923 1925 1927 


1931 1933 


Mean age at death. 
1921-6 


~Pernicious anaemia. 


actual ; expected at 


4 


| 
| | 


1921 1923. 1925 1927 1933 


1931 


Fic. 2.—Pernicious anaemia. Mean age at death. 
Females. (—— = actual; ...... expected at 1921-6 
rates.) 


total deaths, from which the expected mean age at death 
for each sex has year. 
The expected mean ages at death are given in Table VI, 


been found in cach successive 


and are represented by broken lines in Figs. 1 and 2. 
I VI / 1 Mean Ages at Death 
Mates Females 
Act 1 | Expecte Difterence Actual Expected Difference 
5 2 4.3 0.8 
( 54.7 54.4 0.3 
3 0.4 4.2 54.5 —03 
1924 } 1.0 1.8 51.6 0.2 
] 57 5 0.5 55.2 54.6 0.6 
1926 6.7 0.2 ) 549 0.6 
1927 & 6.8 La 54.9 1.0 
1928 7.0 93.1 2.0 
2.7 8.1 2.9 
72 2.2 8.6 2.7 
i 53.7 55.7 3 
] 60.8 59.8 5.8 4.0 
] €1.1 f 69.0 Soo 4.1 
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The expected mean ages at death rose from 1991 to 
1926, owing to the increasing proportion of older people 
alive in the population, by half a year. During the same 
period the actual mean age at death increased slightly 
more rapidly, which may indicate some small improve. 
ment in the survival of pernicious anaemia cases durin 
those years. From 1926 to 1933 the rise in actual mean 
age was greater than the expected rise by 3.3 years for 
males and by 3.5 years for females. The lengthening of 
life which can reasonably be attributed to the improved 
therapy dating from 1927 is, therefore, three to three 
and a half years as an average for the whole population 
of cases, however treated and of all ages. 

The treatment has scarcely been long enough in ysge 
for a balance between incidence and mortality to pe 
reached, and moreover, as Mills and Herring* have 
recently pointed out, a further improvement is to be 
looked for as the importance of persistent and_ regular 
treatment to prevent velapse is gradually brought home 
to those who suffer from the disease. The mean age at 
death of 100 cases distributed as in Table HI would be 
raised above 70 vears if their expectation of life was that 
of the general population, so there would appear to be 
plenty of room for such improvement. 


Lengthening of Life in Diabetes 
For diabetes the actual mean age at death is shown 
in Table VII and Fig. 3 for each year from 1915 to 1933, 
The expected mean ages at death are calculated by 


<u i i 
6: t t 
j | 
| oT 
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| 
| | 
| 
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1916 I%iS 1920 1922 1924 1926 1928 1930 1932 


(—= 


Mean age at death. 
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males ; 


applying the 1920 2 mortality rates at each age group 
under 55 to the corresponding populations in each year 
1921 to 1933, whilst at the age groups over 55 the rates 
used are the 1920-2 rates successively, for 
reasons previously explained, by the average annual incre- 
ments observed during the decade preceding 1915. The 
deaths thus calculated at the various ages are summed, 
are given 


increased 


and the mean ages thus obtained for each yea 
in Table VII. 

The rise in the expected mean age at death is more 
rapid than for pernicious anaemia, for it is produced not 


esly by ihe increasing proportions of old people alive, but 
also by the rapid increase in the ‘senile '’ form of 
Clabetes for in the certification of it), whilst the incidence 
of ihe diabetics of younger ages is presumably not 
increasing. The simple difference between the actual 


cod figures gives an approximate estimate of the 
rening of fe attributable to insulin in the 
{ diabetics, but this must be consider- 


average lengt 


whole population ( 


ably less than the average lengthening of life of those 
who receive insulin, since a large proportion of the 


diabetics of advanced age, who provide such a com 
siderable fraction of the total deaths, presumably do not 
require or receive insulin treatment, and therefore theit 
I been affected by it. The 


expectation of life has not 


increase since 1922 in the average age to which the whole 
population of diabetics lives is eight years for males and 
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n for females, and after deducting the expected 
“a ses due to the population and incidence changes, 
improvement for all diabetics, attributable to 
din treatment of some fraction of them, is three and a 
half years (see note below Table VII). If insulin is 
being applied to only one-half of the total diabetics of 
all ages, these figures would have to be doubled to give 
the average le ngthening of life of those treated by insulin. 


Taste Mean Ages at Death 


Males | Females 
| 

Actual |Expected Actual Expected Difference 
| | 


| ~ | - 5.8 | — 
WS... £27 | | 54.0 
190 543 | | — 
lesa | 54a -0.4 55.5 | 56.0 -05 
192... 54.2 543 | 567 563 0.4 
| 569 | 47 | 22 | S79 | 
194 57.9 54.8 St | 597 | 572 | 2.6 
1925 $82 | 551 | 32 | 59.8 57.4 | 2.4 
1:26 58.4 55.5 | 29 | 604 5719 | 25 
1921 | 61.4 58.3 | 31 
1928 | 604 | 561 | 43 | 615 53.7 | 28 
me. ..| 598 | 553 | 35 | 622 589 | 3.2 
1930 60.7 56.6 4.1 | 63.0 | 593 | 37 
Bl... G6Ll | 57.0 41 | 629 | 600 2.9 
we... 622 | 571 | 50 | 63.2 | 60.2 3.0 
WS... ...| 62.0 57.6 a4 | 634 60.6 2.8 


Note—There is reason to believe that the use of 1915 rates 
(see Table 1V) at ages 65 to 75 has led to some overestimation of 


the expected ean age at death for females, with perhaps an 


m ag 
underestimation for males. 


Fortunately, Table V provides a clue to the average 
lengthening of life of all those diabetics who in pre-insulin 
days would have died before 55. the great bulk of these 
younger diabetics being now presumably insulin-treated. 
In 1933, 5380 deaths which would otherwise have occurred 
before 55 are estimated to have been postponed till after 
55, and this number can be regarded as the excess of 
deaths transferred from the age group 45 to 55 to the 
group ten years older over those transferred from the 
group ten years younger to the group 45 to 55. The 
expected deaths at 45 to 55 were 637, of which 530, or 
83 per cent., were transferred to an age group ten years 
older, which means that since 1921 the average lengthen- 
ing of life at ages up to 55 is about 8.3 years. The 1932 
figures give 8.4, 1931 gives 7.9, and 1930 gives 8.0 by the 
same methods ; so we may estimate that the average 
lengthening of life for diabetics who in pre-insulin days 
died before 55 has been about eight vears. This addition 
of about eight vears on the average during the working 
period of lite is no small achievement, since the majority 
of the patients are able to carry on their normal 
activities, 

For diabetics over 55 vears of age the average lengthen- 
ing of life of the insulin-treated must, owing to the much 
greater risks of death from heart and other affections at 
the higher ages, be less than this, but it cannot be 
ascertained unless we know what proportion are insulin- 
treated. 

It may be recalled that Joslin, Dublin, and Marks* 
estimated the average duration of diabetic life from 


clinical experience in America of patients of all ages 
during 1926-30 as 8.4 years, but concluded that by 
1934 ‘in view of all the circumstances we believe that 
an average of ten years’ duration between onset and 
death is a conservative estimate.’’ In pre-insulin days 
the average duration was perhaps two to three years, so 
this would imply an average lengthening by seven or 
eight vears for the insulin-treated of all ages. 


Summary 


1. It is estimated that since the introduction of the new 
methods of treatment in recent years there has been an 
average lengthening of life of all persons afflicted by 
pernicious anaemia in England and Wales amounting to 
three to three and a half years, and of all diabetics 
amounting to three and a half years. The changes in the 
distribution of deaths by ages can be explained by a 
greater lengthening of the duration of life for the young 
than for the old patients, the above being average figures 
for all ages. 

2. These averages, based upon the Registrar-General’s 
statistics of deaths, naturally embrace those who for 
various reasons do not receive or do not continue the 
specific treatment, and the average advantage to the 
treated alone would be considerably higher for diabetes. 
Assuming that the rate of incidence of the diabetes 
which used to be productive of deaths before age 55 has 
not appreciably changed since 1921, it is estimated that 
there has been an average lengthening of life for this class 
of diabetics amounting to about eight years. 

3. Mortality attributed to diabetes has continued to 
increase since 1922 at ages over 55 at a greater rate 
than can be accounted for by the postponement of death 
from the younger ages by insulin, and it is found that 
the increase in this form of diabetes mortality, over and 
above what can be thus accounted for, has been pro- 
ceeding at about the same rate as during the decade 
preceding the war. To what extent this steady increase 
in deaths ascribed to diabetes at advanced ages repre- 
sents a real increasing incidence, and to what extent it 
is due to an increasing recognition of it and mention of it 
on death certificates is difficult to decide. 
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celxxxvil, No. 4, 434. 


The epidemiological report of the Health Section of the 
League of Nations, which now appears quarterly instead of 
monthly, contains in the January-March issue a survey of 
the incidence and mortality of cerebro-spinal fever through- 
out the world. In Africa the countries most affected have 
been Egypt and the Anglo-Egyptian Sudan. In the 
former, however, the number of cases has declined to less 
than half that for 1933, while in the latter 1934 was 
marked by an increased severity of the epidemic. In Asia 
the disease continued in endemic form at the Chinese ports. 
There was a severe epidemic in the island of Formosa, 
with 273 cases during the first six months. In Japan the 
number of cases rose from 359 in 1933 to 1,225 (with 663 
deaths) in 1934. The incidence in Manchuria was by no 
means negligible, but did not reach epidemic proportions. 
In British India the disease showed a change from its usual 
sporadic character to the endemo-epidemic form, particu- 
larly in the Bombay Presidency, where there were 1,221 
cases with 645 deaths, and the urban area of Calcutta 
(775 cases and 584 deaths). In the Near East it occurred 
in endemic form. In Turkey the number of cases rose 


from 627 in 1933 to 641 in 1934, with 206 deaths. In 
xurope the morbidity was highest in England and Wales 
(1,115 cases), Germany (1,015), Italy (557), and Poland 
(526). In North America the morbidity was slightly lower 
than in the previous year, and in Australasia and Oceania 
the disease remained sporadic. 
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It has been realized for some years that tuberculin is an 
extremely heat-stable substance. Parish and Okell (1929) 
found that undiluted old tuberculin might be autoclaved 


for half an hour without detectable loss, and after two 
hours might retain 60 per cent. of its original value. 
Dilutions were slightly less heat-stable, but retained 


40 per cent. of their original value after autoclaving for 

hours Douglas and Hartley (1934) stated that 
“after autoclaving and prolonged heating at high tempera- 
tures, both of undiluted tuberculin and of dilutions 
thereof, apparently not less than one-half of the original 
activity remained.’’ We have recently found that 
tuberculo-protein, prepared by Seibert’s method, has 
similar high degree of heat-stability. 

In view of these results it appeared to be advisable 
to find out to what extent minute amounts of tuberculin 
might remain asherent to “‘ clean ’’ glassware and other 
apparatus. It already well known in 
laboratories, but not universally appreciated, that 
logical other than tuberculin—for example, 
concentrated diphtheria antitexin—adhere with consider- 
able tenacity to glassware ; if a syringe is filled with 
antitoxin and washed out several times afterwards, the 
presence of antitoxin can be demonstrated in the final 
washings by delicate tests. (In laboratory practice all 
apparatus used for work with antitoxins boiled fer 
ten minutes after washing to destroy the last traces of 
antitoxin. Syringes used clinically for the injection of 
diphtheria antitoxin should be boiled after washing before 
they are employed for the withdrawal of blood samples 
intended for estimations of circulating antitoxin), 


two 


da 


is serological 
bio- 


products 


is 


Description of Experiments 

In the experiments about to be described it has been 
shown that tuberculin adheres to glassware, filter candles, 
with even greater tenacity than antitoxin. In each 
experiment the apparatus was deliberately ‘‘ contamin- 
ated ’’ with undiluted old tuberculin, equal in potency 
to the standard old tuberculin. The 
apparatus was then washed out thoroughly, and in many 
of the experiments All test samples of 
washings hereafter were injected intracutaneously 
into The limit of sensitivity of 
the guinea-pigs was usually 1 in 8,000 of the international 
old tuberculin few experiments the 
were 25,000. The following 


international 


also autoclaved. 
made t 
tuberculous guinea-pigs. 

i. 
| 


standard 


guinea-pigs Sensitive In 


summaries indicate the type of results we obtained: 

1 A 250 c.c1 was ed out thoroughly three 
times with tay ite ind autoclaved for half an hour at 
15 100 c.cm. borate buffer solution (13.B.S was intro- 
duced, and a sample tested in very sensitive guinea-pigs 
Shght but definite reactions were produced, equivalent to 
1 in 25,000 tuberculin 

2. Pipette.—Tap water was drawn up twice Phe pipette 
was autoclaved for half an hour at 15 Ib B.B.S. was then 

Ir 1 up and subsequently injected into guinea-pigs Puber 
( 1 equivalent to 1 in 250 was found ther pipette was 
si! ited, but not autoclaved, and 1 in 250 tuberculin 
t in the B.B.S. 

In a later experiment thorough washing through from a tap 
for two minutes, with and without subsequent autoclaving, 
reduced the amount of tuberculin in the final washings to 


1 in 25,000. 


Again autoclaving had no effect. 


3. A Berkefeld N Filter Candle, 10 by 2 
follows. Cold tap water was passed 
hours, followed by hot tap 
for half an hour ; 1,500 c.cm, ot B.B.S. were passed through 
The first 10 c.cm. of B.B.S. contained 1 in 500 tuberculin. 
and the last 10 c.cm. contained 1 in 2,000 tuberculin, The 
candle was now autoclaved for halt an hour at 15 Ib. 
1,500 c.cm. of B.B.S. were again passed through. The fist 
10 c.cm. of B.B.S. contained 1 in 250 tuberculin, anq the 
last 10 c.cm. contained 1 in 4,000 tuberculin. 

This experiment was repeated several times with Various 
modifications (for example, longer period of washing an 
substitution of saline for B.B.S.), and always the tuberculin 
content appeared greater immediately atter autoclaving 
We thought this was possibly due to the heat ‘ releasing " 
the tuberculin from the walls of the candles, but a similarly 
treated candle standing overnight without autoc laving gave 
the result. The first centimetres — passed 
through candles which have been washed thoroughly and 
then autoclaved or rested have shown a higher tuberculig 
content than could be demonstrated in the previous washings, 
The drippings from such candles are often definitely 
straw-coloured. This is probably due to elution of the 
tuberculin which on to the candles; the 
tuberculin collects in the moisture held by the candles during 
the resting periods, and is subsequently washed out wheg 
water, saline, or B.B.S. is passed through. 

No experiments have been done with Pasteur-Chamberland 
they are quite unsuitable for use with old 


inches, was treated 


through for threg 
water in the reverse directiog 


as 


same few cubic 


was adsorbed 


candles, 
tuberculin. 


as 


Discussion 

These experiments show that thorough washing may 
not be effective in removing the last traces of tuberculin 
from glassware and filter candles, and that subsequent 
autoclaving may not produce any further detectable 
reduction. 

Since human subjects are sometimes sensitive to 1 in 
100,000 or even a higher dilution of tuberculin, injected 
intracutaneously, a sample reported as negative on the 
guinea-pig test would have to pass a Mantoux test on 
a highly sensitive individual before it could be regarded 
for practical purposes as tuberculin-free ; actually such 
tests have been unnecessary in the above series of exper 
ments, since all samples tested gave positive reactions on 
injection into guinea-pigs. In another series, syringes were 
used for tuberculin diluted 1 in 50,000 to 1 in 100,000, 
they were washed out ten times under the tap and then 


steamed ; 0.2 c.cm. of saline was taken up into each 
and injected into a Mantoux positive volunteer who, 
rather surprisingly, gave faint but definite reactions. 


This experiment was repeated with similar results, 
Experiments then made syringes from 
different makers and with pipettes of different types of 
Various dilutions of tuberculin used. The 
syringes were subsequently washed out thoroughly, 
followed by immersion in water or saline for periods up 
to twenty-four hours. Although the final washings cone 
tained no detectable tuberculin in) many instances, 10 
other experiments the results were positive. Our data 
suggest that special syringes should be reserved for use not 
only with tuberculin, but also with particular dilutions ; 
these syringes may conveniently be ringed with rubber 
bands of various colours for purposes of identification, 
A pathologist recently reported to us the occurrence 
of reactions of an unusual type after the use of Schick 
control fluid which had been found to be satisfactory by 
all other We suggested that the explanation 
was that the syringe employed at his hospital for the 
injections had previously been in contact with tuberculin. 
him because 


were 


were 


glass. 


workers 


This possibility was not readily accepted by 
the syringe was only used for tuberculin at 1 in 1,000 
then thoroughly rinsed."’ The incident adds point to 

the present communication. 

We have been unable to find a simple but 


method of removing tuberculin or tuberculo-protein from 
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syringes intended for human use or (b) filter candles. 
eh have carried out a few experiments with trypsin, 
but, even after prolonged digestion, traces of tuberc ulin 

tuberculo-protein were frequently detected subse- 
ois washings with saline or B.B.S. The difficulties 
encountered in removing tuberculo-protein, which contains 
ma glycerin, from syringes and pipettes, suggests that the 


1935] 


“tenacity ”’ of old tuberculin to glassware is not a 
function of its high glycerin content. 

since this work was carried out, Professor E. Rk. Long, 
" has recently visited this country, has informed us that 
who has 


he and Dr. F. B. Seibert had also noticed the property of 


tuberculin of adhering to glassware, and insist on the use 


of separate syringes lor tuberculin and control fluids. More 
recently our attention has been drawn to a paper by Zicler 
1911), who anticipated us by many years in deseribing this 
dangerous tenacity tuber ulin. This publication seems 
to have also escaped the attention of the writers of textbooks. 


Summary 


Tuberculin to with 
tenacity and is extraordinarily heat-stable ; every trace 
of tuberculin is not removed by thorough washing and 
qutoclaving. A simple but reliable method of removing 
traces of tuberculin, applicable to the ward = side-room, 


adheres apparatus exceptional 


has yet to be found. 

All glassware and filter for handling 
tuberculin should be clearly marked and_ restricted to 
that purpose. Tuberculin should, in fact, be kept most 
rigorously apart from all other products, including control 
fuids, in all stages of preparation and injection. 

Separate should be for 
dilutions of tuberculin. 


candles used 


syringes reserved different 


It is a pleasure to acknowledge our indebtedness to our 
colleague Miss E. E. Whatley for her assistance in connexion 
with this work. 
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The theory that diphtheritic paralysis is the result of an 
ascending neuritis has several exponents among the leading 
French authorities. One of the in 
its favour is the assertion that paralysis of the palate is 
hot met w diphtheria. ‘* Comme 
lavait remarqué Trousseau, en pareil cas, la paralysie 
débute sur le membre, ou sur la partie du corps* primative- 
ment touchée, et les paralvsies vélopalatines font défaut ”’ 
(Lereboullet). 
also a premise of Walshe’s interesting conception of the 
pathogenesis of In 1918 and 1919 he 
described a number of cases of faucial and extra-faucial 
diphtheria, but unfortunately only a few of them could 
be followed throughout their entire course. As he himself 
pointed out, some of his observations ‘‘ remain 
clusive.”’ Nevertheless, his contribution is a valuable 


arguments advanced 


th im extra-faucial 
This supposition concerning the palate ts 
condition. 


the 


incon- 


one, and although his views have not secured any general 
acceptance by fever clinicians, they are frequently quoted 
M Neurological works. 
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A full discussion of the whole subject of diphtherial 
paresis would be outside the scope of the present paper. 
We merely seek to demonstrate that the occurrence 
of palatal palsy is certainly not restricted to the faucial 
variety of the disease. The establishment of this point 
is important, because it would refute the hypothesis that 
the impairment of palatal function is necessarily the result 
of an involvement of the medullary nuclei by toxin which 
travels from the fauces via the perineural lymphatics. 

Instances of extra-faucial diphtheria are common 
enough, but the site of infection is usually the nose, 
larynx, ear, or conjunctiva. Unless faucial infection co- 
exists, paresis is very exceptional in this group. On the 
other hand, paresis may sometimes be associated with 
wound diphtheria, and, as might be expected, the war 
period furnished a number of examples. Modern surgical 
methods have almost completely banished such cases 
from hospital practice. In recent years medical literature 
has made few references to their occurrence ; “he very 
occasional examples which have been recorded seem to 
have responded well to serum therapy and to have had 
no paretic sequejae. A case of this kind was under 
treatment in the South-Eastern Hospital in January, 
1933, and mention might be made of the cases reported 
by Dixon (1921) and Anderson (1931). In June, 1933, we 
were fortunate enough to admit a second case, which 
was complicated by extensive paresis. The following are 
the clinical details. 


Case Report of Wound Diphtheria 


A male, aged 25, was transferred to the South-Eastern 
Hospital on May 18th, 1933. He had a history of an abscess 
of the right thigh, which was opened on February 26th at 
his first hospital; the resulting wound broke down exten- 
sively, leaving a large indolent ulcer. About the middle of 
April he found himself unable to read on account of blurring 
of the print. His vision for distant objects was normal. 
This paresis of accommodation lasted for some two weeks, 
and in the first week of May it was noted that his voice was 
distinctly nasal in character. He now complained of numb- 
ness of the fingers and toes, and shortly before transfer to 
the South-Eastern Hospital there was an increasing weakness 
of both arms and legs, but the palatal paresis was improving. 
This sequence aroused suspicion of a diphtheritic origin of the 
paresis, and on May 15th a culture of the wound showed the 
presence of Klebs-Loetiler bacilli. Two cultures of the throat 
gave negative results. 

On admission the patient was thin and cachectic. There 
was a large granulating ulcer with shelving edges on the 
outer surface of the upper aspect of the right thigh, which 
largest diameter measured inches and extended 
towards the gluteal region. The surface was covered by a 
thin layer of purulent debris, but no membranous exudate 
was present at this stage. There was marked wasting of the 
muscles of the right leg, and tenderness of the calves of both 
The tendon reflexes absent. The throat 
clean and uninjected ; there no evidence of rhinitis. 
Movement of the right side of the palate was impaired and 
the voice was slightly nasal. The right lower facial segment 
was paretic. No ocular symptoms were discovered. Muscular 
power of the limbs was poor ; the grip of the right hand was 
weaker than that of the left. Sensation was impaired ; below 
the elbows and knees light touch was not perceptible, and 
Formication was 


in its 


legs. were was 


Was 


appreciation of a pin-prick was diminished. 
complained of over the fingers and toes. Astereognosis was 
marked, and ataxy notable feature. Neck and trunk 
muscles were then unaffected. The heart sounds were indica- 
tive of myocardial weakness ; the first sound was abrupt and 


Was a 


occasionally reduplicated, and there were frequent extra- 
systoles. Blood pressure was 110/80. Cultures were taken 
from the throat, nose, and wound. The throat and nose 


were negative for diphtheria, but polar staining organisms 
were found in the wound culture. Subsequent laboratory 
investigations showed them to be saccharose fermenters, and 
animal inoculation tests proved them to be avirulent. A 


Schick test was negative. An intramuscular injection of 
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48,000 units A.T. serum was given. On May 20th the 
condition was unchanged and the serum = injection was 
repeated. By May 25th the wound had begun to show signs 
of healing and the general condition was much improved, A 
second wound culture was taken, with the same result as the 
first. 

The wound was granulating well on June Ist. The peri- 
pheral neuritis remained unaltered. There was some wasting 
of the serratus magnus. During the next three the 
heart sounds became normal in character ; the palatal paresis 
passed off; the wound continued to heal, though not so 
rapidly as at first ; there was no improvement in sensation 
or muscular power—indeed, the latter 
Until the sixth week after admission the patient was unable 
to feed himself. On June 29th the wound had almost com- 
pletely healed. Sensation had returned and muscular power 
was much improved; paresis of the deltoid and serratus 
magnus was still obvious. All pareses had passed off by 
July 20th, although a small sinus persisted at the edge of the 
wound area. The patient was transferred back to his original 
hospital on August 8th, from which he was discharged home 
about fourteen days later. He was then able to walk, and 
felt quite well. 


weeks 


showed a_ decrease. 


This is an example of a palatal paralysis in extra- 
faucial diphtheria. The paretic syndrome is so typical 
that the diagnosis hardly required bacteriological confirma- 
tion, but such data as we were able to secure are fully 
in accord with what the work of previous writers had led 
us to expect. The results of the virulence tests suggest 
that the organisms then investigated were not the toxin- 
producers which were originally present in the wound. 
Both virulent and avirulent bacilli coexisted in a 
of wound diphtheria that was treated in this hospital in 


case 


1925. A number of French workers have shown that 
untreated cases which develop extensive paresis possess 
considerable antitoxic immunity at the time of the 


appearance of paretic symptoms. The negative Schick 
test was therefore the most probable finding. It would 
be idle to speculate at any length on the origin of the 
infection. It was hardly likely to have been the throat 
or nose. Our necessarily belated cultural examinations of 
these areas may not entirely exclude the possibility, but 
the clinical details lend no support to such a contention, 
and the alternative of a ‘‘ healthy carrier ’’ who infected 
his own wound scarcely merits discussion. 


Cases in the Literature 

Commenting on the rarity of similar cases, the Medical 
Research Council's monograph states that considerable 
dithculty was experienced in tracing them “in the very 
scattered literature.’ In the course of a somewhat pro- 
longed found that the majority of examples 
of extra-faucial diphtheria seem to have been: recorded 
of the aberrant nature of the 
and only a few writers have reported cases because of the 


search we 


on account infected. site, 


This is not surprising 
period, when 


interest attaching to the paresis. 
if we that in 
wound and cutaneous diphtherias were less uncommon 
than they to-day, the then authorities believed that 
the same palsies might be met with in any form of the 
Until comparatively recently this view, which 
no less an authority than Baginsky, 
was not seriously challenged, so that no particular reason 


remember the pre-aseptic 


are 


ase. 
was subscribed to by 
existed for the recording of cases which were not regarded 


as anomalous. 


Since attention has been directed to the subject 
clinicians have lacked some of the opportunities which 
used to present themselves to the older physicians. 


Reviewers of the literature have also to contend with the 
fact that it is exceptional to come across a paper that 
affords any } B. Ker declined 
to accept the assertion that the palate was never involved 


ibhographical assistance. C 
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in the paresis of extra-faucial diphtheria, Though h 
gives no actual case details he states that he had a 
examples of “* palatal selection.’’ As far back as 1893 y 
find Gowers alluding to palatal palsy in wound diphtheria, 
Gayton (1894) published an account of a case of Vaginal 
diphtheria which palatal and strabismys 
occurred. No evidence could be obtained of any ¢o. 


paresis 


existing faucial lesion. Cochrane (1921) saw a very inten. 
esting example of a diphtherial infection of the penis 
The paralyses, which included the palate, resembled 
those met with in faucial diphtheria. Diphtheria bacijj 
were present in the genital lesion, but the absence of 
any other infective focus was proved both clinically 
and bacteriologically. In another case, described by 
Leendertz, a primary diphtheria of the vagina was followed 
by paresis of the bladder, rectum, and later of the palate, 
There was no history or any sign of a faucial infection, 

A case which had some features of resemblance to our 
own was reported by Emrys-Roberts (1923) ; this was q 
diphtheritic infection of the right foot in a young adult, 
The specific organism was cultured from the infected 
area, and healing rapidly followed the injection of anti. 
toxin. Paralysis of accommodation was the earliest form 
of nervous involvement. Peripheral neuritis was a later 
feature, and special mention is made of a weakness of the 
right hand. No reference is made to an examination of 
the palate, but nasal voice is noted. As the patient was 
the son of a medical man it may be assumed that the 
intonation was the result of palatal paresis and not 
merely indicative of a habitual peculiarity of speech, 

Two of Walshe’s cases would appear to be examples of 
palatal paresis in non-faucial diphtheria. The author 
argued in favour of the applicability of the term ‘‘ double 
infection,’’ but the patients gave no history of sore throat 
and no evidence could be adduced to the contrary, 
Anschutz and Kisskalt saw 140 cases of wound diphtherig 
in German military hospitals. The writers were surgeons 
who were more particularly interested in the local lesions, 
and their allusions to paresis are not accompanied by 
That palatal palsy figured in the series 
may be gathered from their references to “‘ Schluck und 
Akomodations-lahmung as points the retrospective 


precise details. 


diagnosis of late cases. 

Diphtheria of the umbilicus in infants may be compli- 
cated by paralysis of the palate, as was observed in a case 
recorded by Prausnitz (1919). In his commentary on an 
example of wound diphtheria, C. Saggau pays. special 
attention to the occurrence of ciliary paresis, and quotes 
Scheby-Buch as stating that three out of thirty-eight 
instances of this complication were seen in extra-faucial 
Saggau’s patient did not have a palatal involve 
ment, but two out of five similar cases, which he found in 
the works of the older writers, had both forms of palsy. 
Many of these writers refer to the death of Griesinger in 
1868. They attribute the fatality to a multiple paralysis, 
including palate, which followed the diphtheritic infection 
of a laparotomy wound. As diagnosis in this period was 
necessarily entirely clinical, further quotations from these 


Cases. 


writers would be superfluous. 


In more modern times we find that Guthrie (1894), 
Flesch (1895), Deutchlander (1912), and Rieder (1923) 
allude to palatal palsy in non-faucial diphtheria. Some 
of their cases were probably quite authentic, but in the 


absence of certain confirmatory particulars we do not 
propose to describe them. At a meeting of the Section of 
Dermatology of the British Medical Association in 1910 
Dawson read a paper on cutaneous diphtheria, and gave 
an account of three cases. He mentions seven other cases 
which he had found in the literature, but, unfortunately 
In the course 
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es of diphtheria, and, on the question of symptomatology, the ASSISTANE DIRECOR IN THE DES\RTMENT OF CLINICAL INVESTIGATIONS 
ithor view of the colder writers is correct. Whether the toxic 
i 
ruble spread is from the throat or elsewhere the same pareses 
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tex the most has followed the use of Lugol s iodine solution in doses ot 
while about 10 minims thrice daily. The rationale of this 
She treatment is based upon the resemblance that has been 
eries | therefore the reverse of what traced by certain authors between lymphatic leukaemia 

and hyperthyroidism. It is well known (Du Bois’) that 


st form | the metabolic rate is increased in both these conditions, 
Though our observations are based on an analyse of 
npli- the clinical details of cases of natural diphtheria, their weight, 
od and tolerance for cold. Minot and Means* noted that the 
cecidentsl injections. of 4onic.- common symptoms were those which could be ascribed to 
England diphtheria immunization has always been safe the thane that were: 
sets — sorshigebabi wile happily, of the past, but from them Friedgood* thought that the parallelism between these 
din we have learned something of pa apc of the parenteral two conditions was much closer than Minot and Means 
Isy. had described, the differences being chiefly quantitative. 
r in He argued from this that as Lugol s iodine was of proved 
fourth week, and the order and form of the other pareses 
tion cloncly what be of use in lymphatic leukaemia. He treated ten cases 
Was | of the natural varieties of non-faucial diphtheria einige 
nese : iodine solution of 30 to 45 minims daily for prolonged 
periods. The results were somewhat conflicting. Martin’ 
94), Conclcsions had previously been unable to detect any effect on the 
323) basal metabolic rate, using smaller doses of Lugol’s iodine 
in such cases, although Friedgood claimed large decreases 


ymé } diphtheria, and theories of pathogenesis which postulate 
the f a contrary assumption are untenable. In the non-faucial 
not | varieties of diphtheria palatal paresis is less common, and 
1 0f Ff tends to be met with at a later date than in faucial 
910 diphtheria. Paresis of accommodation is the most 
ave frequent, and usually the earliest paretic sequel of extra- 
faucial diphtheria. 
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in some of his cases (half of which had had _ previous 
x-ray therapy). 

With regard to the blood picture, in four cases the white 
cell count was reduced, often very considerably (for 
example, from 200,000 per c.mm, to 94,000 per c.mm.) ; 
in three there was some increase ; and in three the results 
were indefinite. It was noted that when the iodine had 
in the Wwe | any influence the maximum change occurred in about a 

fortnight, and thereafter conditions tended to return to 


are indebted for a number of helpful references — to : 
Rolleston’s Acute Infectious Diseases, and to the Medical | their previous state ; this compared well with the effect 


Research Council's monograph Diphtheria. of iodine in Graves’s disease. Similar beneficial effects 


A recent edition of a popular textbook of medicine tates 
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were claimed for the associated ‘‘ vasomotor phenomena ”’ 
and ‘‘ emotional instability.’’ He concluded that ‘* there 
can be little real doubt concerning the beneficial effect of 
iodine upon the clinical symptoms and its tendency to 
decrease the pulse rate and white blood cell count in 
certain cases of chronic lymphatic leuvkaemia.’’ Now 
Friedgood did not suggest that lymphatic leukaemia was 
due to hyperthyroidism ; he thought that there was a 
common link in ‘‘ a hyperactive state of the sympathetic 
nervous system ’’ ; but it must be mentioned that he 
regarded disturbance of the sympathetic nervous system 
as a primary aetiological factor in Graves’s disease, and 
therefore alsc in lymphatic leukaemia. 

Nevertheless, the aetiological relation suggested by this 
work was pushed to its conclusion when Damashek, Berlin, 
and Blumgart® published a paper entitled ‘‘ Complete 
Ablation of the Thyroid Gland in a case of Chronic Lym- 
phatic Leukaemia with Hypermetabolism.’’ It is a matter 
for regret that the case was highly unusual, hardly merit- 
ing the description ‘‘ chronic lymphatic leukaemia.”’ 
Although the lymph-glands and spleen were enlarged and 
the basal metabolic rate much increased, the white cell 
count was 9,000 per c.mm., and the only abnormality was 
that 12 per cent. of the cells were ‘‘ lymphoblasts ’’ ; 
biopsy of sternal bone marrow showed but Httle lymphoid 
infiltration. In consequence, although the patient bene- 
fited from the thyroidectomy, it cannot be claimed that 
such a case throws any light on the aetiology of lymphatic 
leukaemia. It will thus be seen that the effect of Lugol’s 
iodine has both therapeutic and aetiological implications. 


Scope of Present Investigation 

The present investigation covers five cases of chronic 
lymphatic leukaemia ; all were typical, of moderate 
severity, and none had had previous treatment. The 
patients were first given two or three weeks’ treatment 
with Lugol’s iodine, and afterwards w#-ray therapy. Brief 
details of each case are given below, and the blood 
reactions are shown in the accompanying table. 


CASE I 


A brass finisher, aged 59, had complained for eighteen 
months of undue fatigue after work, and for the last eight 
weeks of dyspnoea and palpitation on exertion. He had lost 
8 lb. in weight. His appetite was excellent, and his bowels 
and micturition normal. No haemorrhages had_ occurred. 
The patient was a thin man of reasonable colour and nervous 
habitus. His skin was warm and moist, he perspired easily, 
and there was some tremor of the hands ; the eyes were some- 
what prominent, but von Graefe’s sign was absent. The tem- 
perature showed a slight pyrexia; the pulse was regular, 
rate 95. The spleen was much enlarged, but the liver was 
not palpable. There Were a few slightly enlarged palpable 
cervical glands, but the thyroid gland appeared normal. The 
blood count showed: red cells, 2,300,000 per c.mm. ; haemo- 
globin, 38 per cent. ; colour index, 0.9; white cells, 637,000 
per c.mm. ; polymorphonuclears, 1 per cent. ; lymphocytes, 
98 per cent. ; large mononuclears, 0.5 per cent. ; and eosino- 
phils, 0.5 per cent. 

Treatment with Lugol’s iodine (30 minims daily) was com- 
menced at once—on February Ist, 1934. On February 13th 
the white cells were 528,000 per c.mm., and on the 22nd 
450,000 per c.mm., and on this date the administration of 
Lugol's iodine was stopped. Five days later x-ray treatment 
was begun ; two applications reduced the white cells to 54,500 
per c.mm., On May 7th his condition was much improved, 
and his blood count as a whole was normal (as shown in 
the table). 


CASE II 
A widow, aged 68, was admitted to the surgical wards on 
account of a tumour of the right breast, which had been 
present for twenty-nine vears. During the last two years it 
had enlarged and become bluish in colour. Weakness, dyspnoea 
and palpitation, and some loss of weight had also been 
noticeable. On examination the patient was found to be a 


rather wasted woman of good colour and with a quiet 
The skin was somewhat dry, the temperature normal, and th 
pulse regular, rate 90. The right breast presented a teal 
just below the nipple, about the size of a walnut. It had 4 
cystic feel in its upper part, was bluish in colour, easily mel 
able in the breast substance, and not fixed to deep tissues 
Enlarged lymph glands were present in the axillae, groing and 
the neck ; they were discrete and scmi-elastic. The spleen 
was very large and the liver was also enlarged. The blood 
count was: red cells, 3,856,000 per c.mm., ; haemoglobin, 1 
per cent. ; colour index, 1.02 ; white cells, 103,000 per c.mm . 
polymorphonuclears, 2.5 per cent. ; lymphocytes, 96 per cent : 
large mononuclears, 0.75 per cent. ; and lymphoblasts, 075 
per cent. 

Treatment with Lugol’s solution (60 minims daily) was com. 
menced immediately. One week later the white cell count 
was 103,400 per c.mm., and two weeks later it was 76,09 
per c.mm. After an interval a-ray therapy was given, ang 
two treatments reduced the white cells to 50,800 per c.mm, 
the patient’s general condition being definitely improved, — 


Manner, 


CASE Ill 


An employee of a vinegar works, aged 60, had noticed g 
swelling in the right side of his neck for two years, Fiye 
months previously he had had a right-sided pleurisy, but, 
although he had recovered sufficiently to return to work, he 
soon complained of undue fatigue and dyspnoea on exertion, 
He lost 5 lb. in weight, and attention was drawn to his jp. 
creasing pallor. Treatment with iron was without effect. No 
haemorrhages occurred. 

On examination he was a pale, tranquil, stoutish man with 
a fine skin not abnormally moist. Temperature was normal 
and pulse regular, rate 90. The tonsils and the Posterior 
pharyngeal lymphoid tissue were seen to be enlarged. Many 
discrete enlarged glands were palpable in the neck and the 
groins, while those in the axillae formed masses which were 
still movable in the subcutaneous tissue. The spleen was 
easily palpable, but not grossly enlarged. The liver was not 
enlarged. The blood count showed: red cells, 1,567,000; 
haemoglobin, 38 per cent. ; colour index, 1.13 ; white cells, 
677,000 ; polymorphonuclears, 0.75 per cent. ; lymphocytes, 
98.25 per cent. ; large mononuclears, nil ; eosinophils, 0.25 per 
cent. ; basophils, 0.25 per cent. ; and lymphoblasts, 0.5 per 
cent. A daily dose of 30 minims of Lugol’s iodine was given, 
The white cells were 523,000 per c.mm. after seven days and 
586,000 after fourteen days, when the administration of iodine 
was discontinued. After three subsequent #-ray treatments 
the white cell count was reduced to 328,000 per c.mm., and 
later to 226,400 per c.mm. The patient was sufficiently im 
proved to be discharged to the out-patient department. 


CASE IV 


A foreman excavator, aged 59, had consulted his doctora 
week previously on account of pain at the base of the right 
lung, some dyspnoea, and lack of appetite. For two years 
he had noticed swellings in the neck and one above the right 
clavicle, but as they had not increased in size he had dis 
regarded them. He admitted that he had lost 3 st. in weight; 
at the time of examination he still weighed 16} st. He was 
a powerful man of phlegmatic temperament. On each side of 
the neck and in the axillae the lymph glands were much et 
larged and discrete ; above the right clavicle a mass of glands 
was prominent. The conjunctivae were pale and _ the puls 
regular, rate 120; pyrexia was absent. The spleen was not 
palpable and the liver was not enlarged. There was diminished 
air entry at the right lung base. X-ray examination showed 
considerable widening ot the mediastinum, opacity of the base 
of the right lung, and enlargement of the heart to the left. 
The blood count was: red cells, 3,440,000 ; haemoglobin, 8 
per cent. ; colour index, 1.0; white cells, 197,000; poly: 
morphonuclears, 3 per cent. ; lymphocytes, 96.5 per cent; 
large mononuclears, 0.5 per cent. 

Treatment with Lugol’s solution (30 minims daily) was 
given. After one week the white cell count was 196,000 pet 
c.mm., and in fifteen days it was 242,400 per c.mm., ° Tht 
iodine was stopped and x-ray treatment begun. After three 
treatments there was some improvement, the white cell count 
being 182,400 per c.mm., but the patient suddenly developed 
oedema glottidis and died. At necropsy the findings wett 


typical of chronic lymphatic leukaemia. 


A Wi 
months 
| mass. 
| epistax 
woman 
| and th 
small u 
| The sp 
| Lymph 
| side of 
| of the 
} detecte 
| showed 
cent. 5 
polyme 
cent. 
Trea 
begun 
900,00 
days 
pronch 
| . 
| permit 
Fel 
Fel 
a 
‘Ma 
| 
J 
| 
| Jar 
‘Jar 
Fe 
I Ap 
Ap 
| Ma 
Fe 
| 
| Me 
Me 
(0c 
Oc 
Ne 
| 
| 
Cas 
: count 
| three 
solut' 
| of 2¢ 
after 
will | 
total 
| of io 
| x ray 
| tory 
the 
| anae 
| 
| Tesel 
othe 
dys} 
tion 
vani 


ticed 4 
but, 
ork, he 
xertion, 
his jin. 
ot. No 


with 
normal 
osterior 

Many 
nd the 
h were 
was 
yas not 
7 
cells, 
ocytes, 
.25 per 
).5 per 
given, 
vs and 
iodine 
tments 
., and 
ly im- 


May 18, 1935 | LYMPHATIC 

CASE V 

A widow, aged 60, had had vague dyspepsia for some 

nths. Six weeks before admission to hospital she had had 
“ ht pleurisy ; her doctor had then discovered an abdominal 
pit There had been some loss of weight and occasional 
Panis. Examination revealed a pale, fairly well nourished 
? There was some irregular pyrexia 


woman not unduly nervous. he 
and the pulse rate was 104. The tonsils were enlarged. A 
gmall ulcer was present on the upper lip below the left ala nasi. 
The spleen was much enlarged and the liver moderately so. 
Lymph glands were palpable in axillae, groins, and the right 
side of the neck, but were little enlarged. On examination 
of the Jungs a friction sound was heard over the right upper 
Jobe, but no dullness or alteration of breath sounds was 
detected. The heart was slightly enlarged. The blood count 
showed : red cells, 2,840,000 per c.mm. ; haemoglobin, 52 per 
cent. ; colour index, 0.9; white cells, 166,400 per c.mm. ; 
polymorphonuclears, 1.25 per cent. ; ymphocytes, 98.5 per 
cent. ; large mononuclears, ui ; eosinophils, 0.25 per cent. 
Treatment with Lugol’s solution (30 minims daily) was 
begun six days after admission, when the white cells were 
90,000 per ¢.mm. There was little effect, and after fourteen 
days administration was stopped. Unfortunately, before 
pry therapy could be started the patient developed a 
No 


pronchopneumonia, which proved fatal, necropsy was 

permitted. 

3| 2/12) 2 
| 38 2 | 2 | Treatment 

Feb. Ist | 2.30 38 | 637,000/1.0 98.0 | Lugol's 30 daily commenced 
Feb.13th | 2.45 | 46 | 528,000! 2.5 | 97.0 continued 
Feb.22nd! 2.20 | 36 | 450,000} 1.9 | 99.0 stopped 
Mar.l2th | 2.90 | 46 | 54,500/6.0 | 93.5 | After x-ray, 2 applications 
May 7th} 4.42 | 87) 41,300) 8.0 91.5 3 

TJan. 4th! 3.86 | 79 | 103,000| 2.5 | 95.0 | Lugol’s 60 m daily commenced 
‘Jan. llth | 3.74 | 74 | 103,400/3.5 | 95.0 continued 
Jan. 18th | 3.60 | 83 6,000 | 6.0 | 92.0 » stopped 
‘Jan. 25th | 3.84! 80 | 86,000/6.25 90.75) After x-ray, l application 
Feb. 6th | 4.49 | 70 | 50,800); 3.0 | 96.0 1 

i Apr. 4th | 1.57 } 38 | 677,000 0.75 | 98.25 | Lugol's 30 M daily commenced 
Apr. llth | 1.83 | 42 | 523,000 | 0.25 | 99.5 * Ps continued 
Apr. 18th | 1.74 43 | 586,000 | 0.75 | 98.25 + Stopped 
Apr. 25th | 1.66 | 34 | 566,000 | 0.75 | 98.5 | No treatinent 
May 2nd, 1.60 40 | 328,000/3.0 |96.0 | After w-ray, 3 applications 
May 10th | — & |226,400}4.0 }97.5 1 application 

1V Feb. 15th | 3.44 | 68 | 197 000! 3.0 | 96.5 | Lugol's 30 M daily commenced 
Feb.22nd; — | — |196,0c0}; — — | continued 
Mar, 2nd) 2.83 60 242,000|5.0 |935 stopped 
Mar.16th | 281 57 | 182,400) 5.5 | 94.5 | After x-ray, 5 applications 

V lOct. 19th 2.84 | 52 | 166,400/1.25|98.5 | No treatment 

Oct. th; — | — ,000 | — — | Lugol's 30 mt daily commenced 
Nov. 7th!) 2.57 | 46 | 216,800 | 3.75 | 96.0 Pe - continued 
Nov. 4th | — | — | 220,00 | 2.0 | 98.0 stopped 


EFFECT OF IODINE ON THE BLOOD CONDITION 


Cases I and II show definite reductions in the white cell 
count ; in Case I there was a 29 per cent. reduction after 
three weeks’ treatment with 380 minims daily of Lugol's 
solution ; Case I, on 60 minims daily, showed a reduction 
of 26 per cent. Case IIL showed a transient reduction 
after one week, while Cases [V and V were unaffected. It 
will be seen that those cases in which a reduction in the 
total white cell count was recorded after the exhibition 
of iodine also showed a rapid decrease when treated with 
xrays; on the other hand, those which were more refrac- 
tory to radiation therapy gave no appreciable response to 
the iodine treatment. In all cases the accompanying 
anaemia was unaffected by the iodine. 


EFFECT ON SYMPTOMS 
Only one out of the five cases (Case I) revealed any signs 
Tesembling those of hyperthyroidism. The patients in the 


other four complained of loss of weight and undue fatigue, 
dyspnoea, and palpitation, which were apparently propor- 
tional to the degrees of their anaemias ; these symptoms 


LEUKAEMIA 


vanished when the leukaemia was adequately treated. The 


Tue Britisn 


patient in Case I was a nervous individual, presenting a 
warm, moist skin, with some tremor of the hands ; he 
perspired easily, and his appearance was exophthalmic in 
character. These symptoms were unaffected by iodine, 
and, in fact, remained very much the same when the 
leukaemia had been controlled by x-ray therapy ; similar 
observations were made in another case of lymphatic 
leukaemia in which iodine was not given. It would seem 
that these appearances are more an expression of the 
patient’s ‘‘ diathesis’’ than of the leukaemic process. 
None of the patients reported any symptomatic benefit 
while undergoing the iodine treatment ; on the contrary, 
they remarked on their lack of progress. 


Conclusions 


The results obtained bear out those reported by Fried- 
good in so far as the reduction of the white cell count is 
concerned, but the beneficial effect on the clinical symp- 
toms was not observed. It does not seem that iod:ne is 
of any effective use in lymphatic leukaemia ; the treatment 
produces results which even in favourable cases compare 
very poorly with those obtained by #-ray treatment. In 
the majority of cases of chronic lymphatic leukaemia x-ray 
therapy is capable of ensuring a rapid amelioration, and 
may be unhesitatingly applied ; it remains the therapeutic 
method of choice, and iodine in no wise supplants it. 

With regard to the aetiology of leukaemia, it does not 
appear that the effect of iodine justifies any definite con- 
clusions as to the relation of lymphatic leukaemia to 
hyperthyroidism. Although in some cases the iodine 
caused a reduction in the white cell count, the failure of 
symptomatic relief, the lack of improvement in the 
anaemia when present, and the uninterrupted course of 
the condition suggest that the leukaemic process itself 
was unaffected. A direct action of the iodine on the 
leucocytes seems to be a more likely explanation of this 
reduction than an action on the disease process. 

The evidence at present available is certainly not suffi- 
ciently clear to justify the use of thyroidectomy as a 
treatment for leukaemia. 


Summary 


1. The effect of Lugol’s iodine solution in chronic 
lymphatic leukaemia has been investigated. 

2. Definite reduction in the white cell count was seen in 
two out of five cases. 

3. The administration of iodine produced no noticeable 
symptomatic relief. 

4. Even in favourable cases the effect of iodine is small 
compared with that of x-ray therapy ; the latter remains 
the best treatment at present available for chronic 
lymphatic leukaemia. 

5. The nature of the effects of iodine seems to suggest 
that it acts on the leucocytes themselves rather than on 
the leukaemic process. 

6. The bearing of these results and those of previous 
writers on the aetiology of leukaemia, especially its relation 
to hyperthyroidism, is discussed. 

The writer desires to acknowledge the assistance received 
from Dr, J. F. Wilkinson and from those other members of the 
honorary staff of the Manchester Royal Infirmary who allowed 
him access to their cases. This work has been carried on with 
the assistance of the Lady Tata Memorial Trust. 


REFERENCES 
Witts, L. J.: In Price’s Textbook of Medicine, 1934. 
2? Du Bois, E. F.: Basal Metabolism in Health and Disease, New 
York, 1927, pp. 355 et seq. 
% Minot, G. R., and Means, J. H.: Arch. Int. Med., 1924, xxxiii, 


576. 

“Friedgood, H. B.: Amer. Journ. Med. Sci., 1932, clxxxiii, 515. 

* Martin, K. A.: Ibid., 1927, clxxiv, 648. 

® Damashek, W., Berlin, D. D., and Blumgart, H.: New England 
Journ. Med., 1934, ccx, 7238. 


Manner, 

ANd the 
-tumoy 
t had a 
Y Move, | 
tissues, 
ins, and 
Spleen | 
bloog 
bin, 7 | 
C.mm, 
cent, : 
ts, 0.75 | 
com. 
1 count 
76,009 
en, and 

ed. 
ctor a 
> right — 
years 
> Tight 
d 
eight; 
[e was 
side of 
ch et: 
glands 

pulse 
1s not 
nished 
howed 
e base 
e left. 
in, 68 

poly: 
cent. 
) was 
pet 

The 
three 

count 
-loped 

wert 


1024 May 18, 1935] EXAMINATION OF TUBERCULOSIS CONTACTS 


EDICAL JOURNay 


THE EXAMINATION OF TUBERCULOSIS 
CONTACTS * 


BY 


ERNEST WARD, M.D.Camps., F.R.C.S.ENG. 
TUBERCULOSIS OFFICER, SOUTH DEVON 

As the years pass, defects in our tuberculosis schemes 
become manifest and lines for improvement are indicated, 
although there is always room for a difference of opinion 
as to what modifications are best. The routine examina- 
tion of tuberculosis contacts, persons living or in close 
contact with a known case of tuberculosis, was begun at 
Edinburgh in 1887, and still continues on much the same 
lines to-day all over the country. It is seldom that all 
contacts are examined. The examinees are selected, partly 
by doctors and health visitors on account of some definite 
defect, mainly by the patients themselves—a few adults 
who are anxious about their health or are persuaded by 
others to attend the dispensary or to stay at home to 
meet the tuberculosis officer—but the very large majority 
are children of school age, who often enjoy a day’s absence 
from school for the purpose. These children are examined 
clinically, and occasionally radiographed. 


Difficulties 


It was thought that by the examination of all home 
contacts as soon as possible after the notification of a case 
of tuberculosis secondary cases in an early stage would be 
discovered, ard, being early, would respond to treatment 
and not become sources of infection later. These expecta- 
tions have not been realized. Though it is true that some 
unsuspected cases in an early stage are discovered, their 
number is small ; secondly, they do not necessarily respond 
well to treatment ; and, thirdly, contacts who are healthy 
at the time of examination may become tuberculous later. 


SOME ILLUSTRATIVE CASES 


A boy of 10 was seen as a contact in August, 1928. He 
had always been delicate, but clinical and radiographic exam- 
inations were negative. Nevertheless, his brother had died 
from phthisis at 21, a short time previously, so this boy was 
sent to a children’s sanatorium, where he remained for two 
years and three months. After leaving school he went to 
work, and remains at work to-day, but a skiagram taken in 
February, 1935, showed coarse mottling in both upper zones. 
Precautionary measures which might be called extreme have 
not prevented tuberculosis. 

Dr. Hebert has reported the case of a child of 9, examined 
as a contact in 1919, who subsequently attended regularly at 
the dispensary, being seen at least three times a year. At her 
thirty-ninth attendance she was found to have active exten- 
sive pulmonary tuberculosis. 

In January, 1919, a woman aged 43 with a positive sputum 
was seen, and was kept under observation and treatment 
until her death ten years later. Four years after this her 
daughter, aged 29, seen for the first time at her doctor's 
request, was found to be suffering from acute tuberculosis, 
and died within two months. In this instance the contact, 
who was 15 when the mother was first visited, did not stay 
at home at any time to be inspected, and it is even then 
doubtful if measures taken during those fourteen years would 
have avoided acute tuberculosis in 1933. 

A woman of 37 with a negative sputum and scanty radio- 
graphic pulmonary tuberculosis was seen in March, 1926. Her 
daughter, then aged 13, was in good health, vet in August, 
1933, seven years later, she suddenly developed a_ pleural 
effusion. She was found to have a somewhat extensive tuber- 
culosis on the side of the effusion, and her sputum contained 
tubercle bacilli. 

A girl of 11 was first seen as a contact in July, 1921, and 
nothing important was detected. She was seen subsequently 

* A paper read before the South-Western Branch of the British 
Medical Assec’ction, March 27th, 1935. 


at intervals for three to four years, then not again, as sh 
had passed school age, until April, 1934, when she was dis 
covered to have advanced active disease. . 

Another girl was similarly seen on September 19th, 1991 
at that time 9 years old, and was similarly supervised, ; 
in April, 1934, seen at her doctor's request, she has ext 
disease. 


Now, 
€Nsive 


It is not claimed that the contact supervision jn these 
cases was ideal, but they are instances of contact examina, 
tion as usually carried out, and serve to illustrate some of 
the difficulties. Not only did such routine contact exam. 
ination fail to prevent tuberculosis, but it is quite doubtfy 
if a more assiduous supervision would have detected the 
disease earlier. A supervision, enduring fourteen to fifteen 
years, of people who are in good health and at work jg 
entirely impossible, and if it were possible it is likely that 
a number of patients would be sent to institutions yp. 
necessarily. It is not the object of the examiner to dis. 
cover whether a person has been infected with tuberculosis, 
but whether he is suffering from tuberculosis, a much more 
difficult matter. Experience of such work brings home to 
the observer how frequently, on the one hand, tuberculosis 
will infiltrate a patient without giving rise to pyrexia, 
cough, or any of the standard signs or symptoms ; and, 
on the other hand, how frequently a few symptoms due 
to tuberculosis may be present and yet the patient loses 
them and becomes restored to good, and permanently 
good, health within a few weeks without any specific 
treatment. 

A girl, aged 17, whose mother died of tuberculosis, was seen 
on January 18th, and had then been ailing for two weeks 
only ; her doctor suspected tuberculosis and had sent her to 
bed. A skiagram revealed a somewhat dense tuberculosis over 
both lungs, with a large cavity in the right upper zone. This 
patient was not even then very ill, and had not wasted, yet 
it is hardly possibile that such a large cavity and such an 
extensive infection had appeared within fourteen days. 


Discussion 


In 1932, according to the returns made to the Ministry 
of Health, the number of child contacts examined was 
28,118, and of adults 20,413. Among the children 887 
cases of pulmonary tuberculosis were discovered, and 526 
non-pulmonary ; among the adults 2,014 cases of pulmon- 
ary tuberculosis and 118 non-pulmonary. The whole gives 
some 7 per cent. disclosure of undetected tuberculosis, and 
although we do not know what would be the result of 
examining a non-contact population, such figures encourage 
the belief that the effort is well worth while. But attention 
must be directed to the large number of adult contacts 
found to be affected. A number of these are undoubtedly 
young adults, but a large number are older, often middle- 
aged or elderly tuberculous persons, who have continued 
at work for many years without treatment. Although 
themselves tuberculous, these are the — tuberculosis 
‘ carriers,’’ the most dangerous sources of infection, more 
dangerous to others than to themselves. 

Carriers are commoner than many realize. A man of % 
was seen in September, 1928. His sputum contained 
tubercle bacilli, and the skiayram showed definite disease 
on both sides of the chest, with a cavity the size of @ 
golf ball in the right middle zone. The patient refused 
all treatment, and has continued at work uninterruptedly 
since first seen, a period of nearly seven years. 

Another point, perhaps psychological, which vitally com 
cerns contact examination, is that it is easier to persuade 
contacts to attend by appointment for the purpose of 
radiography than to go through the usual attendance, plus 
clinical examination, plus a skiagram. A_ patient who 
feels perfectly well and has no radiographic evidence 
tuberculous disease can for the time being be called nega 
tive and can be left alone. 
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Suggested Improvernents 

The following modifications in our methods are now 
suggested : 

1, To omit the routine overhauling of children. Children 
should not be in any sense neglected, but they are already 
amply covered by the activities and anxieties of parents, 
teachers, health visitors, school medical officers, and practi- 
tiers. The clinical examination of a child’s chest is of 
little, if any, value, and tuberculous disease among children 
js rare. Delicate children to whom attention is directed 
should be sent to a preventorium, and children so selected 
should certainly be examined and radiographed. 

2. Careful attention should be paid to all contacts over 
school age, and appointments made for radiography. If 
the skiagram shows disease or gives rise to suspicion this 
should be followed up appropriately. The radiography 
should be good and reliable: a poor skiagram is worse 
than useless. 

3. The practitioner should take more part in the tuber- 
culosis campaign than at present. It is easy to destroy 
his sense of responsibility by assiduous departmental work, 


and with the loss of responsibility goes all interest in our 
campaign. He could help by securing radiography for 
wayward contacts, by securing radiography for adult 
members of other families whose appearance or history 
gives rise to suspicion, and also by securing the investiga- 
tion of workshop or office contacts. It may be here 
repeated that a free skiagram is far easier to obtain than 
a visit to the tuberculosis officer, entailing a complete 
overhaul. Any suspicious x-iay findings can be followed 
up without difficulty. 
Summary 

Difficulties and defects in the routine examination of 
tuberculosis contacts are discussed. It is pointed out that 
the Ministry of Health returns indicate a far larger finding 
of tuberculosis among adults than among child contacts, 
and that it is easier to obtain a skiagram for individual 
contacts than a complete overhaul. It is suggested that 
our attention in future should be directed less to the 
children of the household and more to the young adults 
and middle-aged potential carriers of the disease. In this 


; campaign the general practitioner should play a larger part. 


Clinical Memoranda 


Unilateral * Winged Scapula” following Measles 
The case described below is of interest owing to the rarity 
of the condition and the difficulty of prognosis, 

A nurse, aged 20, was recovering from an attack of measles 
of moderate severity. Fifteen days after the appearance of 
the rash she noticed some discomtort over the right scapular 
region, and had great difficulty 
in raising the right arm above 
the horizontal. There was no 
actual pain and no fever or 
malaise. 

Examination revealed the 
right scapula to be nearer 
the vertebral column than 
the normal. A compensatory 
scoliosis was present, and there 
was some drooping of the right 


shoulder. On raising the arms 
in front the right scapula 
took up the characteristic 


‘“ winged ’’ position, with the 
vertebral border sticking out at 
an angle of about 45 degrees 
rom the normal (see figure). 
One could easily insert the 
fingers between that bone and the chest wall. The patient 
could raise the arm above the horizontal with difficulty. 
The scapula on abduction rotated slightly about a central 
axis so that the upper part of the vertebral border, to which 
the rhomboid minor and the levator scapulae are attached, 
deviated medially and upwards, and the lower part of the 
border laterally. Reaction to degeneration was present in 
the right serratus magnus, but the deltoid, rhomboids, 
trapezius, latissimus dorsi, and all other muscles gave a 
hormal response. Sensation was unaffected. No enlarged 
glands were found, and the heart and lungs were normal. 

The case is being treated by the infra-ted lamp and 
salicylates. Sixteen days after the onset there seems to be 
a slight recovery of power, and the serratus magnus is begin- 
ing to respond to electrical stimulation, 

Unilateral ‘‘ winged scapula ’’ of sudden onset is due 
to paralysis of the serratus magnus muscle supplied by the 
long thoracic nerve. The muscle arises from the upper eight 
or nine ribs and is inserted into the ventral surface of 
the vertebral border of the scapula ; it is conegrned with 
the action of pushing, and also helps to steady the scapula 
when the deltoid is raising the arm. The long thoracic 
(nerve of Bell) arises from the fifth, sixth, and seventh 
cervical roots, and supplies only the serratus magnus. 


Macdonald Critchley (Medical Annual, 1932, p. 480) 
gives a full description of the condition, and shows that 
it can arise in two types of case: (1) following certain 
fevers—for example, enteric, measles, puerperal, and in- 
fluenza—the lesion being right-sided except in one case ; 
and (2) following over-use of the arms—for example, in 
swimmers—or following injury. 

The prognosis as given in Price’s Practice of Medicine 
(1933, p. 1738) is: ‘‘ Recovery is always slow and the 
defect may be permanent.’’ This apparently applies, 
however, only when the lesion is traumatic; toxic paralysis 
following a fever is not alluded to. On this account I 
have deemed it best to report the case at this early stage 
in the hope that any reader who has had experience of 
similar cases might like to correspond with the writer 
concerning the progress and ultimate result of the 
paralysis. 

I am indebted to Dr. E. C. Hadley, medical superintendent, 
for permission to publish these notes. 


A. M. Macgueen, M.D. 


City General Hospital, Leicester. 


Bee Ointment Dermatitis 


There are multitudinous reports of substances which 
cause the development of sensitivity in the human body. 
The following case, reported from the dermatological 
department of the West London Hospital, is the first to 
come under the notice of Dr. Hugh Gordon, the head 
of the department, or under mine, nor have we seen any 
mention of such a case in the literature. Inasmuch as 
bee ointment is being used widely in the treatment of 
rheumatism it would seem worthy of note. 


A male, aged 62, a battery repairer, was under treatment 
by his own doctor for sciatica. He was given a supply of an 
extensively advertised bee ointment to massage into the thigh. 
This he continued to use for three weeks, with, one may add, 
benefit. At the end of that time he developed a widespread 
dermatitis involving the trunk and legs, the face and hands 
being spared. The skin was red, thickened from oedema, 
hot, and painful. The right thigh, to which the ointment 
had been applied, became so swollen that he was unable to 
put on his trousers. A patch test was done on the arm 
with a prompt positive result. The use of the ointment was 
stopped, soothing lotions applied, and glucose given by the 
mouth. Within a week the swelling of the tissues had 
disappeared, the colour was fading, and desquamation had 


begun. Further healing proceeded normally. 
Eastbourne. R. D. Moyte, M.D. 
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Reviews 


CHRISTINE MURRELL 


Any memoir of Christine Murrell is assured of a sym- 
pathetic reception from the members of an association 
in which she won and held a unique position. Miss 
CHRISTOPHER St. JOHN’s book! is an unassuming account 
of a woman who in private as in her public life was a 
most likeable and energetic personality. Lady Barrett 
in her preface speaks of her ‘‘ vital personality,’’ of her 
‘ loyalty, sincerity, keen sense of fair play, her intellectual 
honesty,’’ and her value as a “‘ gay companion.’’ This 
verdict will be endorsed by the readers of the memoir 
and by all who knew the subject of it. The biographer 
admits that she had little personal acquaintance with 
her, but she has been well served by her collaborators. 

Christine Murrell never had any doubts as to the 
profession she should follow, and it may be surmised 
that the history of the fight which women had made 
before they forced their way into the medical profession 
was an attraction for her. It was fresh at the time she 
became a student, and we are given_a brief but vivid 
summary of it. We are told sufficient of her early life 
as an only child in a comfortable middle-class home to 
realize that the child was parent of the woman. She 
early manifested a preference for the society of men 
‘“ because she found them more interesting.’’ Dr. Honor 
Bone, her partner for thirty years, says “‘ she thought 
better of women in the mass than individually, and 
better of men individually than in the mass,’’ and this 
may explain why she was always accepted by her male 
colleagues as ‘‘a man and brother.’’ <A _ clinical 
assistantship at Morpeth County Asylum followed her 
graduation from the Roval Free Hospital. It gave her 
a taste for psychology (she took her M.D.London in mental 
diseases and psychology) but not for institutional life, 
for she always intended to be a general practitioner, 
and that branch of the profession never had a sturdier 
advocate. Her grandfather gave her £1,000 as her share 
of the capital of the practice in Kensington. The first 
year’s takings were £87, but the practice rapidly grew 
and, characteristically, as soon as she could afford it, 
Dr. Murrell handed over the £1,000 to the Medical 
Women’s Federation as the nucleus of a fund for helping 
women to start in practice. By her will she added 
another £1,000. The memoir well illustrates her saying 
that she ‘“‘ had no use for slackers.’’ She could not 
‘slack ’’ herself. The principal activities of her mature 
life were the feminist movement and medical organiza- 
tion. She took naturally to the former ‘‘ because of her 
keen sense of justice ’’ and was of course a militant, 
though her equally keen sense of proportion prevented 
her from exposing herself to arrest and imprisonment— 
not, we are sure, through any lack of courage, but because 
she felt she could be of more use to the movement outside 
prison. 
varied, and practical. 

She naturally became a keen member of the Medical 
Women’s Federation, and it was her realization of the 
limitations of any purely feminine medical association 
which led her to take interest in the B.M.A. Here she 
became successively chairman of her Division, president 
of her Branch, and finally the first woman member of 
the Council, a position she retained to the end. A very 
interesting section of the book is the description by Dr. 
Hawthorne of her work on the Council and the impression 
she made on her colleagues. This work is too fresh to 
need recapitulation here. A special contribution was the 

Christine Murrell, M.D. Her Life and Her Work, 


Christopher St. John. London: Williams and Norgate Ltd. 1935. 
(Pp. 133. 5s. net.) 
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Her activities during the war were strenuous, . 


chairmanship of the Ladies’ Committee of the Centena 
Meeting, an onerous post, which she filled with a con- 
spicuous success of which she was unfeignedly proud 
Then came the final triumph—and the tragedy—of het 
selection at the Dublin Meeting as one of the Candidates 
for the General Medical Council. The disease from which 
she died had already made inroads which prevented her 
being present, but it is a pleasure to read of the j 
she experienced and shared with her friends. She had 
the great honour of being elected without contest as the 
first woman member of the G.M.C., but was never able 
to take her seat. 

This is a simple and unaffected story, and a tribute 
of friendship. It contains many elements of romance 
and tragedy. Christine Murrell would be the first to 
admit that she had on the whole a_ very happy life, 
The story was well worth telling, and should be an 
inspiration to many others, both men and women, who 
may contemplate devoting themselves to the interests 
of their calling. 


APPLIED ANATOMY 


That Davis’s Applied Anatomy has in the course of 
twenty-four years reached a ninth edition® is good 
evidence of its well-merited popularity. Professor Muller, 
in collaboration with Drs. Alpers, Kimbrough, Moorhead, 
Ravdin, and Weeder, have in part rewritten and in part 
revised the whole of the text. The general style of the 
older editions, however, has been retained. The special 
features of the present edition are the rewriting of the 
sections on brain and spinal cord, and revision of the 
chapters on gynaecology and the genito-urinary system, 

Textbooks on surgical anatomy supply a want which js 
perhaps better appreciated by senior students and the 
general practitioner than the consulting surgeon—namely, 
a descriptive work which is not overloaded with small 
but very often necessary details such as are recorded in 
the more comprehensive general textbooks on human 
anatomy and operative surgery. The demand is fora 
book of moderate size which will give a general idea of the 
more important practical points in applied anatomy and 
surgical procedures, without furnishing the full details 
which are necessary to carry out the latter personally, 
The authors have, we think, succeeded remarkably well 
in attaining this aim. The presentation of the subject- 
matter is on the whole admirable and the majority of the 
illustrations excellent. The soft tones of the coloured 
plates have a pleasing effect, and the reproduction of the 
frozen sections is especially good. Some of the illustra 
tions, however, do not come up to the general high 
standard of the rest—for example, Figs. 19 and 35. In 
Fig. 48 the adjectives “‘ cavdale ’’ and ‘* pentale ’’ qualify 
the ‘‘ caudate ’’ and “ dentate ’’ nuclei respectively, and 
the outline of the cerebellum suggests ‘‘ fimbriation ” 
rather than foliation. Fig. 122 represents the lateral sinus 
extending too low with regard to the mastoid process ; 
compare Fig. 123. In Fig. 192 the legends for ‘‘ sheath 
of vessels’? and “‘ superficial layer of deep fascia ’’ are 
transposed ; and although we admire the artistic merit of 
Figs. 269, 270, and 271, these drawings are reminiscent 
of the barbarous pre-anaesthetic days, and hardly repre 
sent the conditions under which a dislocation of the uppet 
end of the humerus would be dealt with nowadays. 

Some proper names have been incorrectly spelt—for 
example, on p. 560, ‘‘ Column of Burdock,’’ ‘‘ Column of 
Gall,”’ and ‘‘ dorsal tract of Hechsig,’’ in place of Burdach, 
Goll, and Flechsig. With regard to new matter we should 
have liked to see included in, or appended to, the fe 


* Applied Anatomy. The Construction of the Human Body Cone 
sideved in Relation to its Functions, Diseases and Lnjuries, y 
Gwilym G. Davis, M.D. 
J. B. Lippincott Company, 


Ninth edition, Philadelphia and London: 
1934, (Pp. 717; 674 figures. 42s. net.) 


By 
Le 


Ma’ 

writte 

to im 
scopic 

espec! 
plood 

anatc 
pinea 
been 
repla 

disca 

Dr. 
| an © 
| cn 
| Cord 
tory, 
misu 

_ duce 

them 

| it is 
| in th 
tion 
prod 

must 
the 
duct 
It 
that 

| high 
| dim 
cone 
junc 
| men 
| witl 
| core 
cau: 
of a 
stra 
at | 
| spo 
| | Cor 
forc 
oth 
cor 
fort 
ple 

the 
ana 

| pro 
| car 
wh 
Th 

W. 
| of 
lit 
sif 
| ori 
| wl 
su 

Di 


May 18, 1935] 


REVIEWS 


Tue Britisa 
MEDICAL JOURNAL 


1027 


written section on brain and spinal cord some reference 
to important recent work on the macroscopic and micro- 
gopical anatomy of the sympathetic system, more 
especially on the afferent and efferent nerve supply of 
plood vessels and viscera. Also some reference to the 
anatomical relations of such organs as the pituitary and 
pineal, with regard to operative procedures, would have 
been of interest to many readers, and might well have 
replaced descriptions of certain older operations long ago 
discarded. 


SINGERS’ NODES 


Dr. JEAN TaRNEAUD has had the opportunity of making 
an extensive study of singers’ nodes, and has embodied 
the results in a monograph entitled Le Nodule de la 
Corde Vocale.* The node in his view is not inflamma- 
tory, but is a trophic change in the cord produced by 
misuse of the vocal organ or by forcing the voice. Those 
afflicted with subacute or chronic laryngitis do not pro- 
duce nodes, and in his view it would be impossible for 
them to do so, and if any redness of the cord appears 
it is secondary and not causative. There is nothing new 
in this conception, but Dr. Tarneaud has a new explana- 
tion of the manner in which the misuse of the cords 
produces the nodes.  Incoordination of the laryngeal 
muscles from defective breathing produces a paresis of 
the muscles, and when the lack of tone affects the ad- 
ductors and tensors of the cords a node may be produced. 
It disturbs the rotation inwards of the arytenoids, so 
that they lie further forwards, further outwards, and 
higher than the normal, the tension of the cords is 
diminished, the edges flap and the upper surfaces become 
concave, and mucus accumulates in the hollow at the 
junction of the anterior and middle thirds. The argu- 
ment now is as follows. If there is a paresis of tension 
without a paresis of adduction the free borders of the 
cords will remain vertical and there will be no contact 
causing irritation of the cords. Again, if there is a paresis 
of adduction without paresis tension the cords will remain 
straight, but if the two paretic conditions are combined 
at each vibration the cords will come in contact at that 
spot where the node is known to develop invariably. 
Consequently it is not enough to remove the nodule with 
forceps, but the fault of phonation must be corrected, 
otherwise the nodule will re-form. On the other hand 
correction of the fault is not sufficient to remove a well- 
formed nodule, and the two lines of treatment are com- 
plementary. Observation with the stroboscope as well as 
the mirror is necessary in order to make an accurate 
analysis of the vibrations of the cords and control the 
progress of the patient. Those who specialize in the 
care of the singer’s larynx will find many points upon 
which to reflect and ponder in this little book. 


RADIOLOGY REVIEWED 


The 1934 Year Book of Radiology,* edited by CuHartes A. 
Waters and Ira I. Kaptan, maintains the high standard 
of the previous two volumes. Once again the radiological 
literature of the preceding year has been thoroughly 
sifted, and although there is not much in the way of 
original publications, nevertheless there are many papers 
which are interesting and stimulating. As before, the 
subject is treated in two sections: Part I, Radiological 
Diagnosis ; Part II, Radio-therapeutics. 

In Part I the work is grouped under the various 
systems, a large section being devoted to the osseous 


*Le Nodule de la Corde Vocale. By Dr. Jean Tarneaud. Paris: 
N. Maloine. 1935. (Pp. 150; 24 figures. 30 fr.) 

“Chicago: The Year Book Publishers, Inc. ; London: H. K. 
Wis and Co. Ltd. (Pp. 512; 454 figures. 4.50 dollars or 19s. ; 


Postage Y9d., abroad 1s.) 


system. Particular attention is paid to modern ideas 
on bone pathology. An excellent section deals with the 
glandular system. Illustrative cases are quoted, and 
much valuable information is given regarding the radio- 
logical diagnosis of tumours of the pituitary, of the 
thyroid, and of the adrenals. The respiratory system 
is adequately dealt with, as is also the cardiovascular 
system. The value of arteriography is stressed, and the 
work of Allen and Camp at the Mayo Clinic is outlined. 
In their opinion, the chief value of arteriography lies 
not so much in diagnosis, but ‘‘ in the determination 
of the pathogenesis of the condition.’’ There is little 
that is new in the section that deals with the gastro- 
intestinal tract. Rare cases are described, such as primary 
sarcoma of the stomach and tumours of the oesophagus, 
but there is nothing fresh to record in the methods of 
examination. Various new techniques for the radiological 
examinat’ons of the nervous system are described in 
detail. These are all interesting and worth trying out. 
There is a special section on the teaching and principles 
of the practice of radiology, and a short note is given 
on medico-legal questions. 

In Part IL the many problems of treatment by 
radiations are discussed. Jadiation therapy is con- 
sidered from all points of view, after which the various 
special lesions amenable to treatment by radiations 
are outlined. The physics of radiations are briefly given, 
and a small space is devoted to the diagnosis and treat- 
ment of cancer. Under the heading ‘‘ Radiation in 
General Medicine,’’ inflammatory conditions, arthritis, 
tuberculosis, and fungus diseases are all briefly considered. 

The work is well illustrated, and furnished with a good 
index. It can be recommended to all radiologists as an 
excellent summary of the radiological literature of all 
countries during the past year. 


HISTORY OF MEDICINE 


The editorial in the January number of the Annals of 
Medical History® is pathetically addressed to ‘‘ Our few 
subscribers and many readers—Greeting.’’ The Annals 
are exceptionally weli printed and illustrated, and an 
outstanding feature is the absence of any advertisements ; 
as a result the editor and all interested in medical history 
are now faced with the possibility that further publica- 
tion may have to be suspended, at any rate until the 
dawn of better times. The portrait on the cover, which 
changes every month, is that of W. W. Gerhard of 
Philadelphia, whose woebegone expression would almost 
suggest that he had foreseen this misfortune. Dr. W. S. 
Middleton, a constant contributor to the Annals, gives 
a good account of Gerhard, who gained such a sound 
knowledge of typhoid fever in Paris as Louis’s pupil, 
and of typhus in Edinburgh, that in 1837 he separated 
the two fevers, mentioning that in Great Britain typhoid 
ulceration was then regarded as a complication of typhus 
fever. The evolution of the concept of fever during the 
nineteenth century is sketched by Dr. Winans, who 
points out that ‘‘ it remains for this century to unfold its 
actual nature and cause as a symptom.’’ Medical events 
in Charlestown, South Carolina, during the third quarter 
of the eighteenth century are described by Dr. J. I. Waring 
of that city. In a well-illustrated article Dr. T. Drake of 
Toronto deals with infant welfare laws in France in the 
same century. The subject of ancient medicine in modern 
Persia, where tens of thousands of villages are without 
any medical care except that of the village mullah or 


Medical History. New Series, vol. vii, No. 1, 
January, 1935. Edited by Francis R. Packard, M.D. New York: 
Paul B. Hoeber, Inc. ; London: Bailli¢re, Tindall and Cox. 
(Pp. 1-98; illustrated. Volume of six numbers, £2 15s. ; single 
numbers, 12s. 6d.) 
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W. G. Stuck traces the history from ancient times of 
orthopaedic surgery. The millennium of Rhazes, who 
died in 932, was commemorated by Dr. L. M. Sadi in a 
paper read in 1932, thus showing how crowded with 
contributions the Annals must be, and how desirable it is 
that they should continue. Dr. Elgood translates with 
annotations an ancient Persian treatise on the bezoar 
stone. The marks of the crucifixion which appeared on 
the hands, feet, and chest of St. Francis of Assisi are 
tentatively explained by Dr. Hartung of New York as 
purpura complicating malaria. 


RENAL DISEASE 

Professor RatHERY has collected a dozen of his clinical 
lectures on kidney disease in a small volume.$ He adopts 
the practical view that albumin in the urine indicates 
a lesion of the kidney. Organic kidney lesions may 
occur without physical signs and with normal results 
when tests of renal efficiency are applied, for the kidney 
has great compensatory powers. These lesions he calls 
nephropathies, distinguishing them from cases of nephritis 
in which there is abnormal response to renal tests. His 
classifications are essentially clinical. Though oedema or 
nitrogen retention may be the predominant: features, 
most cases are mixed. It is not always possible to relate 
increase of blood chlorides with the presence of oedema. 
Hypertension is always secondary to a renal lesion ; the 
renal tests at first may be normal, because of compensa- 
tory hypertension. There is, however, an optimum 
tension ; and, above that, hypertensive crises may occur 
or heart failure, or uraemia if the tension is not sufficient 
to clear the blood. Most renal lesions are progressive, 
even after the cessation of the cause. Treatment there- 
fore should be followed by a regimen that must be 
adhered to indefinitely. Professor Rathery believes that 
the nephrosis of Epstein is dependent on thyroid dysfunc- 
tion and is not a renal disease. The lectures are instruc- 
tive, and spiced with humour. 


Notes on Books 

Few medical men have thought so widely and with such 
effect as Dr. Parkes Weser, who has now before 
his colleagues a selection of his reflections, in a volume 
entitled Some Thoughts of a Doctor.’ In one of the last 
reviews written by Sir William Osler in 1919, that of 
Dr. Weber's Aspects of Death and Correlated Aspects 
of Life in Art, Epigram, and Poetry, the author was 
compared to Sir Jonathan Hutchinson as the last court 
of appeal in rare manifestations of disease, and it is in 
this light that he has been regarded since, and not only 
so, but as a learned and originally minded human biologist 
and psychologist. In the appreciative preface Sir Walter 
Langdon-Brown likens him to Sir Thomas Browne, and 
reminds the reader of his infinite variety of interests, 
including that of numismatics. Thus these collected 
essays, previously published though in some places 
revised, cover a field of such an extent as eugenics, the 
gambling spirit, the blood as a group of organs, suicide 
and euthanasia, and ‘‘ Nature and God.”’ 


The fourth volume of the forty-fourth series of Inter- 
national Clinics,* edited by Dr. Louis HAMMAN, consists 
of five parts, devoted respectively to medicine, surgery, 
obstetrics and gynaecology, clinical pathology, and recent 
progress in ophthalmology and dermatology. Of the nine 
papers in the medical section attention may be drawn to 
those on the influence of the emotions in the causation 


Nephropathies et Nephrites. Legous Cliniques, By F. Rathery. 
Paris: J. B. Bailli¢re et Fils. 1934. (Pp. 207. 45 fr.) 

‘Some Thoughts of a Doctor. By Frederick Parkes Weber, M.D., 
V}.R.C.P. London: H. K. Lewis and Co, 1935. (Pp. 184. 6s.) 

* Intevnational Clinics. Vol. iv, forty-fourth series, 1934. Edited 
by Louis Hamman, M.D. Philadelphia, Montreal, and London: 
(Set of four volumes, 50s. net.) 


J. B. Lippincott Company. 1935. 
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the subjects discussed in the gynaecological section. The 
section on clinical pathology takes the form of a clinical. 
pathological conference between the editor Dr, 
Arnold R. Rich on a case of syphilitic myocarditis. The 
subjects chosen for discussion in the section on recent 
progress in ophthalmology and dermatology are exoph- 
thalmos of Graves's disease and contact glasses, by Dr, 
Angus L. MacLean, and pityriasis rosea and the neuro- 
dermatoses, by Dr. Isaac R. Pels. 


The little work entitled Birth Control in Asia® is edited by 
the well-known medical writer on birth control whose 
pseudonym is MicHaeL It contains, as the 
subtitle indicates, an account of the proceedings of a 
conference held under the presidency of Lord Horder in 
November, 1933. Of the three subjects for discussion 
the first was ‘‘ Population Problems in the East,’’ in 
which Professor A. M. Carr-Saunders, Mr. Harold Cox, 
Dr. C. V. Drysdale, Mr. E. Eguchi (Japan), Mr. Chen Ta 
(Peiping), and Mr. R. K. Das (India) were the principal 
speakers. The second subject discussed was ‘“ The 
Standard of Living in Asia,’’ to which the chairman, 
Professor H. J. Laski, Mr. V. K. Krishna Menon (India), 
Professor H. H. Chen (China), Mr. P. K. Wattal (India), 
Mr. L. S. Hsu and Mr. C. H. Chao (Petping), and Dr. 
Kuczynski contributed, among others. The third subject 
was ‘‘ The Practical Problems of Contraception in the 
East,’’ in which the discussion was opened by Dr. Helena 
Wright, who had not only had considerable experience 
as medical officer to the Kensington Birth Control Clinic, 
but had also studied the problem in China. Dr. Wright 
was followed by Mrs. Liu Chieh (China), Dr. P. W. Lamb 
(China), Dr. Kato (Japan), Dr. Agnes Scott, and Dr. 
Marie Stopes. In his final word Lord Horder declared 
that he had never known any conference better organized, 
better attended, or more helpful in its results. 


The fourth edition’? of Sir STANLEY Woopwark’s 
Manual of Medicine has necessitated many changes and 
additions since the previous edition cight years ago, but 
it maintains its concise stvle and moderate size as com- 
pared with most contemporary textbooks, and this in 
spite of the presence of a number of simple illustrations. 
This up-to-date and handy guide to clinical medicine will 
appeal more particularly to the student at the outset of 
his work in the wards. 


The Great Physician : A Short Life of Siv William 
Osley,"* by Mrs. Epira Grirtincs Rerp, a family friend, 
originally Came out in 1931, and has been reprinted five 
times, thus showing the popular demand for a record of 
the beloved physician who went to his rest fifteen years 
ago. It differs from Harvey Cushing’s two-volumed Life 
of Osler, acknowledgement of which is freely made, in 
several respects besides mere size: it appeals more to the lay 
public and to emotion, it deals more with the personality 
than with his professional work, and contains additional 
material such as letters. It is gracefully dedicated to 
William Sydney Thayer, ‘‘ who absorbed the Spirit as he 
followed the Methods of the Master.’’ 

® Birth Control in Asia. A report on a conference held at the 
London School of Trepical Medicine, November 24th-25th, 1933. 
Edited by Michael Fielding. London: Birth Control International 
Information Centre. 1935. (Pp. 101. 5s.) 

1° Manual of Medicine. By Sir Stanley Woodwark, C.M.G., C.B.E., 
M.D., F.R.C.P. Fourth edition. © London: Humphrey Milford, 
Oxford University Press. 1985. (Pp. 619; illustrated. 15s. net.) 

The Great Physician: A Short Life of Sir William Osler. By 
Edith Gittings Rei!. London: H. Milford, Oxford University 
Press. 1935. (Pp. vii -+ 299; frontispiece. 7s. 6d. net.) 
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priest, is set out by Dr. Lichtwardt of Hamadan. Dr. | and care of the psychoneuroses, by Dr. Joseph H. Pratt. 

; non-diabetic glycosuria, by Dr. Alexander Marble ; the 
clinical aspects of vitamin B, by Dr. George R. Cowgill - 
the present state of fever therapy in neurosyphilis, py 
Dr. Norman Tobias ; and artificial” pneumothorax jn the 
treatment of pneumonia, by Dr. Lewis J. Moorman. The 
surgical section contains papers by Dr. Emile Holman oq 
the recognition and treatment of arterio-venous com. 
munications, and by Drs. Hans Widenhorn and Adolph 
Faller on the treatment of fractures of the femur in 
children. Recognition of early cancer of cervix uter 
by Dr. Karl H. Martzloff, and the modern treatment of 
sterility, by Drs. P. Brooke Bland and Arthur First, are 
It 
the 
ha\ 
| the 
Scl 
ont 
| me 
| the 
| Br 
| a 
sin 
ch 
m 
sir 
de 
ag 
| be 
CI 
Cl 
Li 
W 
és 
se 
| 
C 
| cl 
0 
| b 
| 
tl 
| 
Cc 
| 
| 
( 
| 
| 


MeEpicat JouRNAL 


May 18, 1935] THE BRITISH POST-GRADUATE SCHOOE Te 


British Medteal Yournal 


> 


SATURDAY, MAY 18th, 1935 


THE BRITISIE POST-GRADUATE 
SCHOOL 


It is characteristic of the King that in the midst of 
the strenuous activities of his Silver Jubilee he should 
have consented to open in person, with the Queen, 
the new buildings of the British Post-Graduate Medical 
School. It marks the occasion as a very important 
one, and demonstrates His Majesty’s concern for a 
medical movement which should profoundly influence 
the health and educational affairs not only of Great 
Britain but of the whole Empire. The school has had 
a laborious and difficult birth. It is fourteen years 
since the first committee, under the Earl of Athlone’s 
chairmanship, was appointed to give advice on the 
matter. Iwo other committees have been required 
since then to determine the site of the school and to 
devise for it a provisional organization. Four years 
ago a Royal Charter was granted and a governing 
body set up, under the chairmanship first of Lord 
Chelmsford and, since his death, of Sir Austen 
Chamberlain. The project is the result of close co- 
operation between the Government, the University of 
London, and the London County Council, in connexion 
with whose hospital at Hammersmith the school is 
established. Financial exigencies have interfered 
seriously with the original intentions. Grants of 
£250,000 each from the Government and from the 
County Council originally promised have had to be 
cut down to grants of £100,000 respectively, and at 
one period the project was in imminent danger of 
being abandoned altogether in favour of a less expen- 
sive but altogether inferior scheme. We may claim 
that it was largely through the influence of the British 
Medical Journal, and the timely expression of a strong 
feeling of the general body of the profession in its 
columns, that this catastrophe was averted: 

Now, however, the London County Council has 
reorganized its hospital to adapt it for its enlarged 
purposes, a distinguished body of professors and 
readers in several departments of medicine has been 
appointed, courses of instruction have been arranged, 
doors have been opened, and the royal ceremony of 
this week has marked the actual birth of the new 
school and institution. Not only all those who have 
been so laboriously concerned in bringing this about, 
but the University, the Metropolis, the Government, 
and the Country, are to be congratulated on this 
achievement. In our issue of May 4th last (p. 937) 


we gave a full account of a statement by the Dean of 
the School, Colonel A. H. Proctor, the principal 
executive officer and secretary of the governing body, 
as to the arrangements made for students and the 
methods to be adopted, at least in the first instance, 
for their clinical instruction and activities. In the 
present issue (p. 1044) we print an account of the 
opening ceremony and report the speech which the 
King delivered on the occasion, in reply to an address 
by Sir Austen Chamberlain. 

For several successive years we have described in 
the Educational Number of the Journal the various 
classes of post-graduate students whose needs ought 
to be met, have lamented the all too meagre oppor- 
tunities which London afforded them, and have looked 
forward to the opening of the British Post-Graduate 
Medical School as an event which would worthily 
remedy this defect. Experience can scarcely fail to 
show that the needs are real, and we can scarcely 
doubt that it will also show that they will be satisfied. 
It is not possible to forecast with any exactitude to 
what extent students will immediately take advantage 
of this new provision. It may be that a short time 
will have to elapse before the opportunities offered 
will be fully appreciated. We need not doubt, how- 
ever, that all classes of students will before long dis- 
cover what they are. General practitioners who require 
refresher courses covering a wide field in a short time, 
other practitioners who require instruction and experi- 
ence in special subjects with a view to future practice 
in a particular branch of medicine, and visitors from 
over-seas, whether from the Dominions and Colonies 
or from foreign countries, who wish to pursue intensive 
studies or familiarize themselves with English methods, 
will all find that their needs are catered for and that 
they will receive a welcome. Further provision has 
been made for any necessary development of the hos- 
pital and school, and no doubt any modification of 
courses or methods of instruction will be made as 
experience directs. 

To the University of London the new school will 
be an acquisition. To the London County Council it 
will be advantageous in several ways. It will con- 
tribute greatly to the improvement of the medical and 
surgical treatment of the sick for whom the Council is 
responsible, and enhance the value of the Council's 
hospital service as a whole. To the medical profession 
it will at last bring to their doors facilities which have 
had to be sought at a much greater distance. It 
should ultimately make London the world’s principal 
centre for post-graduate medical teaching, and add 
greatly to the opportunities for the most valuable 
clinical research. Finally, it should stand as an 
excellent example of what ought to be a more frequent 
event, the harmonious co-operation between the State, 
the local authority, and the university, in the interest 
of medical education and the public health. 
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THE MEDICAL CURRICULUM 

Post-graduate medical education and undergraduate 
medical education are two closely related matters that 
have come into the foreground side by side in this 
country during the past fifteen years. The Fellowship 
of Medicine was founded in 1919 as a step towards 
meeting the one need, and a few months later the 
British Medical Association proved itself once again 
alive to problems of the day by organizing a Section 
of Medical Education as part of the Annual Meeting 
at Cambridge. In the article printed above we discuss 
briefly the new era for post-graduate medicine in Britain 
that has begun with the opening of the School at 
Hammersmith by the King on Monday last. We pub- 
lish also substantial extracts from the report of the 
Medical Curriculum Conference which was set up 
in December, 1932, on the initiative of the Senate of 
the University of London. This body, with Lord 
Dawson as its chairman and Sir Farquhar Buzzard as 
chairman of the Executive Committee, included repre- 
sentatives from the Universities of Oxford, Cambridge, 
and London, from the Royal College of Physicians of 
London, the Royal College of Surgeons of England, 
and the Society of Apothecaries, together with the 
Dean of the London School of Hygiene as a co-opted 
member. The findings and recommendations of the 
Conference, with detailed appendixes, are published 
in a document of thirty-four printed folio pages. It 
is perhaps a little unfortunate that two events each of 
great significance for medical education in this country 
—the tormal opening of the British Post-Graduate 
School at Hammersmith and the issue of this report 
on the students’ curriculum—should ‘‘ come off ’’ in 
the same week, because the general medical reader, 
it is often said, can have too much of a good thing 


all at once. Our comments, therefore, on the very 
interesting and valuable report of the Curriculum 


Conference will appear later. 

In the meanwhile, may that the recom- 
of the Conference embrace in turn 
medical studies, pre-clinical or intermediate studies, 
the testing of the student’s knowledge at the end of 
the first years, clinical the final 
examination. It will be that the Conference, 
while recognizing the great advantages enjoyed by 


we note 


mendations pre- 


two studies, and 


seen 


students who are able to devote one or more additional 
years to the natural sciences as a prelude to their 
professional training, does not advise any reform. of 
the extend the 
period of five years for a medical qualification. 


minimum 
To 


allow enough time for general education and avoid the 


curriculum which would 


danger of too early specialization it recommends that 


medical studies proper—that is, anatomy and_ physio- 


The 


detailed suggestions for the pre-clinical period include 


logy—should not begin before the age of 18. 


a proposal that the student should attend a short course 
of lectures in elementary medical psychology during 


his second year, to be followed in the clinical period 
by fortnightly ward demonstrations of patients illus- 
trating common mental or nervous disorders associated 


with illness of any kind, and by practical instruction 
at a mental hospital in regard to insanity and mental 
defect. An important change is recommended in the 
final examination at the end of the third year of clinical 
study: Part I to comprise medicine, surgery, and 
pathology ; Part II to comprise gynaccology, obstetrics, 
and paediatrics on the one hand, and public health 
and State medicine (including forensic medicine) on the 
other. This would make an examination in obstetrics 
and public medicine the last step in the whole curti- 
culum, for, although a candidate might sit for both 
parts of the final at the same time, or for Part I before 
Part II, no one would be deemed to have passed 
Part II until he had satisfied the examiners in Part J, 
Another noteworthy proposal is for direct representa. 
tion of the various specialties upon the boards of 
examiners for the final test. 

Everyone who takes an interest in the training of 
the practitioner of to-morrow will find more than 
enough material for a week’s thought in the abridged 
version of the report of the Medical Curriculum Con- 
ference which we print at page 1040. Readers who 
have hitherto paid less attention than it deserves to 
the problem of undergraduate medical education may 
need a reminder that in January, 1933, the Council 
of the British Medical Association appointed a. special 
committee to go into the matter. The British Medical 
Association Committee included representatives both 
of the teachers and of the taught, and, as is only right, 
its report! heads the long list of memorandums and 
other documents that were before the Executive Com- 
mittee of the Curriculum Conference, 


PSYCHOLOGY OF MISINTERPRET ATION 
The extremely lucid article by Dr. Perey Stocks of 
the General Register Office, which we print on another 
page, will but quite transitory, 
annoyance to the staffs of anti-vaccination and anti 
Vivisection Dr. Stocks without 
recourse to any abstruse mathematical methods, that 
the national statistics bear out the expectations of 
those scientific men who hoped, by means of therapies 
based on experimental research, to give to the victims 
of once incurable diseases many years of active life. 
For a moment this will be disconcerting to ‘‘ anti 
Our older readers will recollect how high 


considerable, 


give 


socletics. shows, 


” 


journalists. 


a place in their esteem Mr. Stephen Coleridge and. 


his friends assigned to the Registrar-General: how his 
authority was invoked to show that vaccination was 
more deadly than small-pox, that diphtheria anti- 
toxin increased the mortality from diphtheria ; that, 
in fact, all modern laboratory progress was, on. the 
judgement of this statistical Rhadamanthus, a progress 
to the grave. It is, of course, true that the officials 
of the General Register Office drew none of these 
themselves ; but then they were officials, 
notoriously tools of the medicat profession. At least 
they did not contradict the statements. Now the 


inferences 


1 British Medical Journal Supplement, April 21st, 1984. 
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ssocessor of Farr and Stevenson interprets official data 
in a disconcerting fashion. But the annoyance in 
“anti-’”’ circles will be but momentary. No deep- 
rooted belief was ever shaken by a statistical argument. 
It will not be difficult to explain away Dr. Stocks’s 
results. If liver therapy and insulin treatment are, 
by axiom, worthless, then the saving of life demon- 
strated by Dr. Stocks must be due to some other factor, 
and much less dialectical ingenuity than is at the 
command of capable ‘‘ anti ’’ journalists will discover 
another factor. 

Indeed, if we are honest with ourselves we shall 
admit that statistical arguments in favour of, say, the 
advantages of insulin treatment do not greatly 
strengthen the beliefs of biologically thinking men. 
Anybody who has really mastered the experimental 
evidence and finds it congruent with his system of 
thought would only infer—had Dr. Stocks’s data 
pointed in a different direction—either that the method 
had not been properly used in actual treatment, or 
that the disease was really becoming more common. 
The real value of statistical arguments is to convince 
those who have not any deep-rooted beliefs, and that 
is why such papers as this of Dr. Stocks are of great 
importance. Anybody who has taken the trouble to 
study “anti ’’ literature with care and has succeeded 
in repressing a feeling of annoyance, provoked by 
recklessly silly aspersions on the good faith of a whole 
profession and spiteful libels upon dead men whom 
he reverences, will not think the “ anti’’ literature 
either wholly silly or wholly evil. Not wholly silly, 
because some of the statistical arguments in support 
of propositions we believe to be true have been very 
bad arguments. Not wholly evil, because the experi- 
ence of countries once thought to be civilized teaches 
us, if we need teaching, that unchallenged authority 
over the mind and body is a dreadful wrong. If 
medical statisticlans—or more correctly, medical writers 
who base conclusions on statistics—would model them- 
selves on Dr. Stocks, “‘ anti’’ literature will be an 
actual help to the cause of medical progress. 

The late Charles Creighton’s most effective arguments 
against vaccination were not his whimsical speculations 
tegarding the affinity of vaccinia and syphilis, but his 
exposure of Jenner’s own mistakes. What destroyed 
the intellectual credit of anti-vaccinators in the judge- 
ment of impartial persons was their persistence in 
dotting the i’s and crossing the t’s of criticisms valid 
forty years ago, but, in the light of modern knowledge, 
more obsolete than the phlogiston theory. Indeed, if 
Jenner had never claimed that no properly vaccinated 
person could ever take small-pox, and if some of our 
other leaders had not prophetically denounced woe 
and destruction on all unvaccinated communities, in- 
telligent people might never have joined the anti- 
vaccination party. These mistakes are not likely to 
be made again if only those who feel moved to instruct 
their patients or are officially required to report to lay 
committees will abstain from superlatives and model 
their statistical style on that of Dr. Percy Stocks. 


THE KING’S SILVER JUBILEE 


In last week’s Journal (p. 982) we reproduced a photo- 
graph of the Loyal Address presented by the British 
Medical Association to the King, its Patron, on the 
occasion of His Majesty’s Silver Jubilee on May 6th. 
The following letter, dated May 8th, has been received 
by the Medical Secretary from the Home Office: 


I am directed by the Secretary of State to say 
that he has been commanded by The King to convey 
to you His Majesty’s thanks for the loyal and dutiful 
Address from the British Medical Association on the 
completion of the twenty-fifth year of His Majesty’s 
reign and to assure you that His Majesty deeply 
appreciates the sentiments of loyalty and affection 
to which it gives expression. 


THE INFECTIVE HYPOTHESIS OF TUMOURS 


Anyone who has followed modern work on malignant 
disease even superficially will understand that one of 
the broadest questions involved is whether the aetiology 
of the disease is multiple. Malignant growths have 
been produced experimentally by a large variety of 
irritants—chemical, physical, and parasitic—and on 
the other hand there is a very restricted class of growths 
which are unquestionably due to the action of a virus. 
The problem of malignant disease in man as many 
investigators see it now is how far these two factors are 
concerned and possibly interact in producing human 
growths. Of the action of irritants there is abundant 
evidence, though there are many types of growth in 
which no such stimulus has been identified or can 
even easily be supposed. Of the existence of a virus 
there is no direct evidence whatever. The types of 
malignant growth demonstrably due to a virus are 
those occurring in birds, and typified by the Rous 
sarcoma; these can be transmitted experimentally not 
only by means of fragments of the growth itself 
but by cell-free filtrates of it, a mode of transmission 
which has consistently and invariably failed when 
attempted with any mammalian growth. Even the 
venereal sarcoma of dogs, which has perhaps the 
strongest title to be regarded as an infective process, 
since it is naturally transmitted by contact, cannot, 
according to Stubbs and Furth,’ be experimentally 
transmitted by cell-free material. And the fact that 
procedures such as glycerination and desiccation, to 
which viruses are resistant and living cells are not, 
deprive fragments of growth of their capacity to repro- 
duce it also points to the conclusion that natural 
transmission is due to the implantation of living growth 
cells on a traumatized surface, a proceeding which can 
successfully be imitated experimentally. There is, 
however, one mammalian growth now being studied 
experimentally which is due to a virus, and that is 
the rabbit papilloma recently discovered by Shope and 
known by his name. This tumour has been submitted 
to careful study by Rous,* who not only furnishes a 
detailed account of its behaviour, but considers the 
possible bearing of the facts ascertained on the problem 
of malignant disease in man. The naturally occurring 
growth is a papilloma of the skin, but implantation 


1 Amer. Journ. Path., 1984, x, 275. 
2 Journ. Exper. Med., 1934, 1x, 701, 723, 741. 
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and other manceuvres result in deeper invasion, and | metry is carried out the previous day. On the other 


by such means growths can be produced in the viscera, 
although spontaneous metastasis has never been ob- 
served. It is therefore a more active tumour and 
liable to much wider extension than the ordinary 
simple papilloma, but we should recollect that the 
common wart in man has long been recognized as an 
infective process and has indeed been transmitted by 
cell-free material. If the Shope papilloma is to be 
classed as an innocent tumour it has more in common 
with the human wart than with human epithelioma 
or malignant disease generally. Rous appears to 
regard the Shope tumour in a somewhat different light 
from this ; but having posed the question of whether 
‘“tumours in general are due to viruses or other 
extraneous entities,’’ he answers it by saying that 
“this supposition is tenable only if such entities are 
widely distributed throughout the animal population, 
being constantly present in or upon the body, like the 
colon bacillus or the staphylococcus ; and if their 
opportunity to cause tumours is restricted by the need 
for very special conditions.”’ If this hypothesis be 
true, it would seem to be more profitable to inquire 
further into these special conditions than to seek to 
identify the immediate causal agent itself. 


BRONCHOSPIROMETRY 
The experimental attempts by various workers to 
assess the function of each lung separately have led 
to the evolvement of a clinical method of investigation 
which may prove of much value in diseases of the 
chest. A preliminary report on ‘‘ bronchospirometry ”’ 
(bronchoscopic spirometry), which originated in the 
fertile brain of Jacobaeus, appeared in 1932'; a 
detailed monograph by one of his co-workers was 
published last year? ; and quite recently members of 
the Tuberculosis Association were privileged to hear 
an account of the method by Jacobaeus himself. A 
double bronchoscope is passed into the right bronchus. 
It has two rubber rings fixed at levels in the trachea 
and right bronchus, so that when they are inflated 
through very thin tubes running at the side of the 
bronchoscope air-tight closure is obtained. The tubes 
are connected with a manometer, and the necessary 
pressure may be gauged beforehand. The air from 
each lung is thus collected separately at the same time 
through the terminal opening of the inner bronchoscope 
(from the right lung) and through a lateral opening 
situated below the upper rubber ring into the outer 
bronchoscope (from the left lung). The air from each 
lung passes into the respective half of a double Knipping 
spirometer, by means of which the ventilation of the 
lung, the oxygen intake, the carbon dioxide output, 
and therefore the ventilation equivalent, can be deter- 
mined—data which enable the functional capacity of 
the lung to be estimated. It is obvious that the 
absolute figures obtained may be influenced by several 
factors: the psychological disturbance, the unnatural 
position in which the breathing is taking place, the 
preliminary cocainization, and the presence of the 


instrument in the trachea. Hence an ordinary spiro- 


Acta Med. 


, and Bjorkman, 


1 Jacobaeus, H. C., Frenckner, | 
i., 1932, Ixxxix, 174. 


Ibid., 1934, Suppl. LVJ 


* Bjorkman, S.: 


hand, valuable information can be obtained as to the 
relative function of each lung. — Jacobacus and hig 
collaborators found that in the healthy chest the 
functional capacity of the right lung is 10 per cent, 
higher than that of the left, if all the four factor 
(oxygen intake, carbon dioxide output, ventilation, 
and vital capacity) are taken into account, but the 
difference is most marked as regards ventilation, and 
least for the oxygen intake. It is also of interest that 
the oxygen consumption of the side on which a patient 
is lying is greater than that of the upper lung (the 
associated circulatory phenomena possibly explaining 
this phenomenon), that a patient does not cough with 
his diseased lung, and that a diminished functional 
capacity is found in the contralateral lung after a 
thoracoplasty. At this stage the full possibilities of 
the method in diagnosis and therapeutics cannot be 
foreseen. It involves the co-operation of a. skilled 
bronchoscopist and a complete knowledge of spirometric 
details. Moreover, certain patients are temperamentally 
unsuitable for this investigation. Its use in one type 
of case, however, appears quite clear already. The 
impossibility of determining the function of a lung 
from physical signs or x-ray appearance has been 
demonstrated by Jacobaeus and his co-workers, who 
found, for instance, that strong breath sounds may be 
associated with almost absent functron, and that a 
heavily shadowed lung field may give almost normal 
respiratory data. In these circumstances the accurate 
estimation of the relative function of the other lung 
when irrevocable surgical measures are considered is 
of paramount importance. 


THE FOTHERGILLIAN GOLD MEDAL 


At the annual meeting of the Medical Society of 
London, on May 18th, the President, Lord Horder, 
presented to Sir George Newman the Fothergillian 
Gold Medal of the Society. He said that the choice 
of recipient had been made by the Council, not only 
with unanimity, but with enthusiasm, appreciating as 
they did the great public services which Sir George 
Newman had rendered and the inspiration he had 
conveyed to the members of his profession. Lord 
Horder recounted the names of some of the distin- 
guished recipients of the medal over the period of 162 
years during which it had been triennially awarded, 
In adding the name of Sir George Newman to that 
list, they recognized that the branch of medicine to 
which he had given up his career was one of supreme 
importance and one to which he himself had added 
great lustre. Sir George Newman, in acknowledge- 
ment, said that this was a surprising honour to him. 
He was very sensible of the history which lay at the 
back of the Fothergillian Medal, and it was a peculiar 
and personal interest to him to find himself the latest 
recipient of a medal bearing such a name. But it was 
impossible for him to conjecture what he had done to 
deserve the approval of a clinical body when his life 
had been spent mainly in non-clinical work. There 
was one man whose ghost haunted him a little, his 
old friend and master Jonathan Hutchinson, whom 
he first served on coming to London. He was afraid 
his course of conduct since then would not have met 
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with Hutchinson's entire approval, though he believed 
he would have his blessing in accepting this present 
award. The news that the Medical Society proposed 
to confer it came to him on the day that he left His 
Majesty's service, and as he descended those stairs 
at Whitehall for the last time in his official capacity 
it gave him a thrill to learn that his comrades in the 
rofession, a society of physicians, surgeons, and 

jalists, should have thought anything he had done 
during his twenty-nine years of service under the Crown 
to be worthy of this recognition. 

At the business meeting of the Society, Professor 
George E. Gask was elected president in succession 
to Lord Horder. On the same occasion Sir William 
Willcox delivered the annual oration, his subject being 
“Toxic Drugs: Their Use and Misuse.’’ Some account 
of the oration will appear in our next issue. 


TOXIC ACTIONS OF COD-LIVER OIL 


Professor IE. Agduhr first described in 1922 certain 
toxic effects which could be brought about in animals 
and in children by large doses of cod-liver oil. He has 
recently made a systematic examination of the toxic 
effects produced on mice by various oils and con- 
stituents of oils. He finds' that even 1/7 c.cm. cod- 
liver oil a day can cause toxic effects in mice, and that 
toxic effects are still observed when all the vitamins 
in the oil are destroyed. Butter does not lead to 
toxic effects, but vegetable oils may do so. He finds? 
that both fatty acids and non-saponitiable substances 
from cod-liver oil produce the toxic effects, and that 
these are produced by ergosterol both before and after 
iradiation, but that pure vitamin D is much less toxic 
than irradiated ergosterol. It appears, indeed, as if the 
toxic effects described were caused by several separate 
entities. One remarkable and unlooked-for result is 
the discovery* that the tonicity of ergosterol rises if 
the sexes are separated, while normal sexual intercourse 
increases considerably the resisting power of mice (both 
male and female) against overdosage with irradiated 
ergosterol. Professor Agduhr does not, however, discuss 
the possible sociological implications of this curious 


finding. 


THE DIFFERENTIAL (DOUBLE) STETHOSCOPE 
The supremacy of the stethoscope as the means of 
detecting thoracic disease has been in some danger of 
being undermined by the applications of diagnostic 
radiology. Probably many practitioners if given the 
choice of going over the chest with a stethoscope and 
looking at a radiogram would at once plump for the 
film. It is therefore well timed on the part of Dr. 
C. O. Hawthorne,t who had experience ‘of the days 
before x rays came to the assistance of the clinical 
diagnostician, to recall a special form of stethoscope 
invented by Scott Alison, a physician to the Hospital 
for Consumption and Diseases of the Chest, Brompton, 
in 1858. This appliance was double, as it was a 
complete stethoscope for each ear, and differential, as 
the sounds from two distant parts of the chest could be 


* Agduhr, E.: Upsala Ldkaveforenings forhandlingar. Ny fdljd, 
XEXXIX, p. 207. 
Ibid., 1935, xl, 185. 
, dem: Zeit. f. Vitamin., 1935, iv, 54 
Irish Journ. Med. Sci., February, 1935. 


compared. Its appearance was welcomed in the text- 
books of the day, but in spite of this influential send-off 
it never came into widespread use, though imitations 
of it have seen the light in this century. Like some 
other methods it requires some practice, and its uses are 
clearly and critically pointed out by Dr. Hawthorne. 
Fate has hardly been kind to Scott Alison, for another 
recommendation made by him in the practice of 
auscultation has passed into oblivion ; this was the 
‘“hydrophone,’’ an india-rubber bag the size of a 
rather large watch, filled with water, which was inter- 
posed between the stethoscope and the chest wall to 
secure accurate apposition and freedom from unpleasant 
pressure in patients with wasted chests. It is not 
difficult to imagine that there may have been draw- 
backs and leaks. This is an interesting footnote to 
the history of the stethoscope, and thus resembles Dr. 
R. A. Young’s presidential address at the Medical 
Society of London in 1930 on ‘‘ The Stethoscope: Past 
and Present.’ 


EFFECTS OF NOISE ON THE PERFORMANCE 
OF WEAVERS 


The effects of noise on the performance of weavers is 
the subject of a further study by Messrs. H. C. Weston 
and S. Adams in Report No. 70 of the Industrial 
Health Research Board.'| The fresh observations are 
more thorough than those previously described by the 
investigators, for they relate to two groups, each of ten 
weavers, and their output of cloth was measured day 
by day for a full year. One group served as a control, 
while the others wore defenders in order to limit the 
intensity of the sounds transmitted to the ears. The 
noise in the weaving sheds is a continuous roar and 
clatter, and it was found to average 96 decibels, but 
the ear-defenders lowered it to 81 decibels, or to what 
corresponded to a reduction of about 50 per cent. in 
apparent loudness. Most of the weavers were enthusi- 
astic in their appreciation of the plugs, for the wearing 
of them caused no discomfort, and there can be little 
doubt that they appreciably reduced irritation and 
distraction. The protected weavers showed a greater 
output than the control group at each period of the 
day and on each day of the week, and they apparently 
suffered less fatigue, for their output did not fall away 
s) much at the end of the work spells. The personal 
efficiency of the weavers in piecing broken ends of 
yarn, reshuttling, ete., showed an increase of about 
15 per cent. for the first few months of the experiment, 
and then it gradually fell to about 7 per cent. It 
seemed unlikely that complete tolerance would ever 
be established, and the suggestion is made that it 
might be worth while for the manufacturers to modify 
the construction of their weaving machinery with a 
view to reducing its noisiness. 


The next session of the General Medical Council will 
open on Tuesday, May 28th, at 2 p.m., when the 
President, Sir Norman Walker, M.D., will take the 
chair and give an address. The Council will continue 
to sit from day to day until the termination of its 
business. 


1HLM. Stationery Office. (6d.) 
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TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some of the major medical disorders met 
with in general practice 


HYPERTENSION AND ARTERIO- 
SCLEROSIS 


BY 


BASIL. PARSONS-SMITH, M.D., F.R.C.P. 


A strict definition of the term “‘ arteriosclerosis ’’ 1s 
hardening of the arteries, the actual causation of which 
continues to be a matter of conjecture, in spite of numer- 
ous theories that have been advanced from time to time. 
The more important of these include: (1) inflammatory 
processes resulting from bacterial infections ; (2) degenera- 
tive changes secondary to long-continued mechanical 
strain on the vessels, old age, general wear and tear, etc. ; 
and (3) disturbances in cholesterin metabolism, lipoid 
accumulations forming a striking feature in the early 
fibrotic and the later degenerative lesions characteristic 
of arteriosclerosis. 

A further consideration relative to the aetiology of 
arteriosclerosis is the possible significance of hypertension, 
the occurrence of which, though by no means a constant, 
is frequently an outstanding, factor in the clinical picture. 
It is, moreover, by no means decided as to which may 
be the cause and which the effect when hypertension and 
arteriosclerosis coexist, but the general consensus of 
opinion nowadays correlates hypertension with primary 
changes in the vessels, contraction of the arterioles, hyper- 
trophy of the muscular walls of the smaller vessels, and, 
at times, with arterio-capillary fibrosis in the kidneys. 


General Symptoms 


The symptomatology of hypertensive arteriosclerosis 
may be described under two headings, as follows: 


1. Objective Signs.—Hardening, elongation, and tortuosity 
of the vessels. Hypertrophy of the left ventricle. An 
accentuation of the second heart sound. Dilatation of the 
aorta and deepening of its shadow on the x-ray screen. <A 
supernormal blood pressure, which is likely to be maximal in 
the presence of a coexisting nephritis. A tendency to local 
impairments in the pulse volume, which may precede the later 
development of trophic changes and ultimately precipitate 
gangrene. 

2. Subjective Symptoms.—According to the progress and 
development of the disease these may be grouped under two 
headings: the early and the late manifestations. The former 
comprise a number of functional complaints indicative of 
surcharged vascular channels in the various systems and 
viscera. The more frequent of these include: breathlessness, 
palpitation, flushings, varying discomforts in the chest, giddi- 
ness, headache, fullness in the head, tinnitus, insomnia, and 
emotional tendencies ; and a disorders significant 
of depressed nervous function—lassitude, exhaustion, physical 
weakness, syncopal seizures, defective concentrating powers, 
and impairment of the memory. The later manifestations 
tend to concentrate on an increasing disability of the heart, 
an insufficiency of the renal function, or incapacitating lesions 
in the central nervous system. The terminal phases of arterio- 
sclerotic hypertension may therefore be expected to feature 
cardiac failure in either its anginal or congestive forms, or 
uraemia, Or gross intracranial lesions. 


series of 


General Principles of Treatment 


Although an effective cure of arteriosclerotic heart 


disease cannot in the present state of our knowledge be 
accomplished, it is nevertheless possible, by the adoption 


of suitable remedial measures, to stay the course of the 
malady, to palliate its symptoms, and to prolong life, 
Accepting as a basal consideration potential dysfunction 
of the organs by reason of the widespread vascular lesions 
it will be essential in all cases to formulate a general 
scheme of principles which will allow practical recognition 
of the diminished physical reserve. 

A critical investigation will need to be made into the 
daily routine of the patient, his habits, occupation, and 
presenting symptoms. The possibility of mental or 
physical strain must be carefully considered, and, if either 
be obvious, suitable steps must be taken to prevent its 
further recurrence. According to the urgency of the 
symptoms it may be advisable to prescribe a period of 
complete or modified rest, either at the patient’s own 
home or in an institution, and this must be followed by 
a change and such restrictions later as the patient’s history 
and the grade of his illness may render desirable. As a 
general rule climatic treatment is of vital importance in 
the successful management of patients suffering from 
arteriosclerotic hypertension. They should be advised to 
winter, if possible, in a warm climate at a moderate 
altitude, or, preferably, at sea-level: suitable places in 
England include Bournemouth, Torquay, Sidmouth, 
Paignton, etc., on the South Coast ; or, if the patient 
prefers and can afford it, he may winter abroad in 
Madeira, the Canary Islands, Egypt, or Algiers. 

It may be necessary to consider a change of occupation 
if strain or overconcentration is suspected, and it will 
generally be essential for patients to make definite re- 
arrangements in their general manner of living, so that 
their business engagements, rest periods, and exercise shall 
be sensibly and efficientiy balanced. The question of 
exercise must be carefully looked into, and it is obvious 
that in this respect hard-and-fast rules are impracticable ; 
each case must be judged on its own particular merits, 
an approximate estimate of the exercise tolerance being 
essential to the formation of a practical decision. As a 
general rule some form of suitable exercise will be 
desirable, and such should be encouraged within the limits 
of the tolerance, varying grades of which may admit of 
level walking, hill climbing, mild gymnastics, horse riding, 
rowing, cycling, swimming, skating, golf, and bowls. Such 
exercises and amusements should be prescribed not only 
with a view to the promotion of circulatory efficiency and 
physical fitness, but also to ensure an adequate measure 
of relaxation ; and, for obvious reasons, it will always be 
essential to enlist an intelligent co-operation on the part 
of the patients. 

Diet and Elimination 

The dietary adjustment in hypertensive vascular disease 
is always a matter of considerable importance. |The 
majority of patients may be allowed an ordinary mixed 
diet, and, excepting those cases showing definite evidence 
of nitrogen retention, there is no particular point in 
limiting the protein intake. The greater part of the diet 
should be made up of fresh fruit, vegetables, and farina- 
ceous food, with an ordinary allowance of fish and meat 
dishes. Fluids—inecluding milk, weak tea or coffee, lemon 
water, barley water, lime juice, and mineral waters (Evian, 
Vichy, apollinaris, etc.)—may be taken up to a total 
intake of three pints a day, but alcohol in any form is 
better avoided entirely except in’ special circumstances. 
As a general rule the meals should be evenly spaced and 
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small in bulk ; the food should be well cooked and amply 
varied ; strict temperance rather than abstinence from any 
articular articles of diet being the foremost consideration. 

An efficient bowel action must always be maintained, 
and for this purpose a reliable aperient water—such as 
apenta, Or rubinat, or hunyadi—may suffice ; or, alterna- 
tively, some one of the vegetable laxatives—such as senna, 
rhubarb, cascara sagrada, or aloes, either of which may, 
jf necessary, be supplemented by liquid paraffin. In 
addition to the above, certain of the more actively 
depletive remedies will, as a rule, be indicated in high- 
tension cases: at intervals of about a week or a fortnight 
it may be advisable for patients to take a mercurial pill 
—pil. hydrarg., grains 2 to 4; pil. calomel, grains 2 to 4 ; 
or pil. hydrarg. et colocynth. (mercury pill grains 2, colo- 
cynth and hyoscyamus pill grains 3)—to be followed by a 
saline purge (sodium or magnesium sulphate one to two 
drachms in a small tumbler of water). Otherwise, if con- 
stipation is especially troublesome, it may be necessary to 
have recourse to glycerin suppositories, to enemata of 
parafin or glycerin (6 02. slowly injected at bedtime 
and retained until the following morning), or to colonic 
irrigation, a pint and a half to two pints of fluid (normal 
saline, warm water, or the natural waters at such suitable 
spas as Harrogate, Bath, Buxton, or Chatel Guyon) being 
slowly injected via a douche-can and a tube inserted just 
beyond the anal canal. 


Spa Treatment 

For many of its complications, and as a general prophy- 
lactic in the progress of arteriosclerotic hypertension, the 
value of spa treatment is nowadays well recognized. This 
form of treatment is based on: (1) physiotherapy 
(massage, hydrotherapy, electrotherapy, and graduated 
exercises), which aims at a_ reduction of peripheral 
pressure, an improved circulation of blood and lymph, 
and a more efficient standard of myocardial function ; 
(2) the internal administration of eliminatory waters 
which, by their purgative and diuretic action, stimulate 
the functions of the skin, the kidneys, the bowels, and 
the liver ; and (3) the combination of well-controlled rest 
with a restricted dietetic regime. Such treatment may 
be obtained in this country at Harrogate, Bath, and 
Buxton ; at Vichy, Royat, and Aix-les-Bains in France ; 
and at Nauheim and Homburg in Germany. The cura- 
tive scope of such spa treatment is, however, by no means 
limited to the cardiovascular mechanisin: it induces 
beneficial effects on the general metabolism, not the least 
important of which is a reduction in body weight. 

Obesity, being perhaps one cf the most serious com- 
plications met with in hypertensive sclerosis, must as far 
as possible be counteracted in appropriate and energetic 
fashion. The requisite reduction in weight should be, 
roughly, a pound a week, and such can generally be 
achieved in suitable cases by moderate restrictions in the 
fat and carbohydrate intake ; by fast days once weekly, 
on which the diet is limited to tea, milk, gravy, and 
fruit juice ; by suitable exercise ; by such schemes of 
physiotherapy as the various spas nowadays provide ; and, 
lastly, the prescription of thyroid extract (thyroideum 
siccum grain 1/2 to 1 daily) if the basal metabolic rate 
is found to be subnormal. 


Drug Therapy 

A large and varied selection of drugs have been employed 
in the treatment of arteriosclerotic hypertension, but, with 
few exceptions, the theory of their efficiency has not been 
borne out in practice, and the list of reliable drugs is 
therefore small. Sundry considerations as follows are 
explanatory in this respect: 

1. That hypertension is not a specific disease, but merely 
4 symptom which may characterize a large variety of 
functional and organic conditions. 


2. That hypertension, though possibly not beneficial, 
may in certain cases be conservative and essential to an 
efficient circulatory compensation. 

3. That in the present state of our knowledge the most 
effective treatment for sclerotic hypertension is by means 
of prophylactic, corrective, or symptomatic remedies, and 
that the routine use of so-called hypotensive drugs, tissue 
extracts, etc. (the iatter still in an experimental stage), 
is in the majority of cases valueless and probably detri- 
mental. 

4. That an attempted reduction of blood pressure by 
hypotensive drugs, vaso-dilators, etc., is unjustifiable, 
except in emergencies such as anginal seizures, threatened 
haemorrhage, acute pulmonary oedema, or angio-spastic 
developments. 

Potassium iodide is a remedy that has stood the test of 
time, and its value in hypertensive sclerosis is definitely 
established, although we are still quite ignorant of its 
mode of action. The drug may be taken over long periods 
with occasional intermissions (a week to a month) if the 
patient shows any tendency to depression. A very suitable 
prescription is as follows: 


Aq. camph. ... ad 31 


If for any reason potassium iodide is badly tolerated, 
5 minims of tincture of iodine (French Codex) may be 
substituted. If the patient is excessively restless and 
excitable, or if the functional symptoms—palpitation, 
flushings, tinnitus, pain, etc., are unduly prominent, a 
simple sedative draught is indicated: 


Tinct. valerian. ammon. ... 
Aq. camph. ... ad 31 


For the same purpose some one or other of the following 
may be prescribed: luminal (1/2 to 1 grain), theominal 
(5 grains), or prominal (1 to 3 grains). 

Insomnia may be a distressing symptom, for the relief 
of which a draught of bromide and chloral hydrate (of 
each 20 grains) may be found useful. Other reliable 
hypnotics are paraldehyde (2 to 4 drachms in orange juice) 
or chloralamide (30 grains) ; but, failing success with these 
preparations, it may be necessary to prescribe small doses 
of morphine (1/8 to 1/4 grain). 

If the symptoms of plethora (headache, mental con- 
fusion, tinnitus, cardiac pain, palpitation, etc.) fail to 
respond to simple depletive measures a moderate vene- 
section (12 to 20 ounces) at intervals (say, six-monthly) 
may prove to be an extremely valuable remedy. The 
operation can be readily carried out by inserting the wide- 
bored needle (preferably French’s modification) into one 
of the large veins in the ante-cubital fossa, the compression 
bag of a sphygmomanometer having previously been 
applied at a pressure of about 50 mm. Hg to the upper 
arm. <A considerable number of cases manifest gouty 
symptoms, and these should be counteracted in routine 
fashion by dietary restrictions, the administration of 
colchicum and alkalis (colchicum wine 15 minims, 
potassium citrate 1 drachm, peppermint water to 1 ounce) ; 
aperients as required, colonic lavage ; and, if possible, by 
occasional courses of treatment at suitable spas—such as, 
Bath, Vichy, or Carlsbad. 


The Stage of Failure 

The later progress of the disease is likely to be asso- 
ciated with serious complications—cerebral, cardiac, or 
renal—and any of these may ultimately be responsible for 
the fatal issue. 

Of the cerebral manifestations apoplexy calls for special 
comment, by reason of its frequence and the gravity of its 
import. The cause of this condition is usually a vascular 
thrombosis, and, although preceded in certain instances 
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by periods of debility and hypotension, it is equally 
common in patients with sustained high pressure. <A 
considerable number of patients survive the initial attack, 
but recurrences are to be expected. Ultimately, the 
terminal rupture of a vessel in some one or other of the 
foci scftened by the earlier thromboses takes place. Apart 
from absolute rest, which is the first essential in all cases 
of apoplexy, a mildly stimulating line of treatment should 
be adopted. This may include diffusible stimulants as 
brandy, whisky, or sal volatile ; subcutaneous injections 
of strychnine (1/30 grain six-hourly) or of caffeine sodium 
salicylate (2 grains six-hourly) ; and liquid food (broth, 
milk, fruit juices, glucose, etc.) in small amounts at two- 
hourly intervals. Mild sedatives such as the bromides, 
chloral hydrate, or luminal may be prescribed to control 
restlessness, and an efficient action of the bowels should 
be maintained by enemata, purgation being contra- 


indicated. If the clinical signs suggest a rising intra- 
cranial pressure it will be wise to perform lumbar 


puncture, the fluid being allowed to drain until a normal 
rate of flow is obtained. Under certain special circum- 
stances—prolonged unconsciousness, cyanosis, congestion 
of the head and neck, stertorous breathing, and a_per- 
sistently rising blood pressure—a moderate venesection 
(10 to 12 ounces) is indicated, with a view to relieving 
the embarrassed circulation. 

Cardiac failure may be congestive or anginal in type. 
The former should be treated on orthodox lines (see article 
in the Journal of April 20th, p. 837) by rest and such 
therapy as the embarrassed circulation may require. 

For the anginal type of high-tension failure iodide of 
potassium (perhaps combined with ammonium bromide) 
is in many cases an effective remedy for a time, and it 
should be prescribed in large and gradually increasing 
doses. The painful seizures will usually be governed to 
some extent by the use of vascular relaxants (the nitrates 
—amyl nitrite, sodium nitrite, nitroglycerin, and erythrol 
tetranitrate) and by diffusible stimulants such as_ sal 
volatile or brandy. But for the severe and prolonged 
attacks, which are as a rule indicative of coronary occlu- 
sion, the only effective remedy is morphine, which should 
be administered in relatively large doses. If, as fre- 
quently happens, the blood pressure tends to rise during 
the progress of anginal failure, a moderate venesection 
may be helpful, and this, in conjunction with morphine, 
atropine, and possibly strophanthin, may also prove to 
be a valuable remedy for the attacks of pulmonary 
oedema which at times complicate the final stages of the 
malady. 

In a considerable number of cases the renal function is 
obviously impaired during the progress of the disease, and 
the possibility of a terminal uraemia should invariably be 
recognized. Its routine treatment should include a low- 
protein diet: purgation by compound jalap powder, the 
compound colocynth pill, or by large doses of magnesium 
sulphate ; venesection, followed by intravenous injections 
of normal saline or 4 per cent. sodium bicarbonate, which 
should also be given by the mouth in doses of 1 drachm 
at two-hourly intervals ; and by luminal, or a bromide 
and chloral draught, to control restlessness, nervous irrita- 
bility, etc. For the severe headaches, drowsiness, 
paralyses, and coma, lumbar puncture should be per- 
formed, and chloroform inhalations may need to be 
prescribed if there is any tendency to convulsions. 


The committee appointed to consider the position that 
will arise on the expiry, in August, 1936, of the key 
industry duties has commenced its sittings. Any repre- 
sentations which consumers of articles or substances 
kpergranle with key industry duty may desire to make 
stiould be addressed to the secretary to the committee, 
Board of Trade, Great George Street, S.W.1, not later 


HYPERTENSION AND ARTERIOSCLEROSIS 


than May 23rd. 
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CRITERIA OF INTOLERABLE PAIN 


E. B. WAGGETT, 
CONSULTING SURGEON FOR OTO-LARYNGOLOGY, CHARING CROSS HOSPITAL 


It has been suggested that the following estimates of 
pain, culled from his personal experience by a medical 
man, may be of interest to neurologists. In adult life 
I have had the common painful experiences in plenty ; 
dental pulpitis, dental extractions without anaesthetic 
broken bones, and so forth: these are not intolerable 
pains. My reference in this note is to genuine severe 
pain in the legs due to sclerosis of the popliteal arteries, 
increasing in intensity during fifteen years. During the 
two years prior to amputation of the limbs above the 
knee I was able to classify the bouts of pain, which had 
become very acute, into three degrees, the after-effects 
of each being fairly accurately predictable. All three 
seemed to be intolerable in the sense that it appeared 
likely that continuance for more than twenty minutes or 
so must terminate in unconsciousness. The concomitant 
phenomena alone are of special interest to the observer, 

In the first degree I found it possible to keep complete 
control of the voluntary muscles with the exception of 
the frontales muscles. These went into strong in. 
voluntary contraction, so that the orbiculares oculi had 
to be put into action to prevent undue exposure of the 
sclerotics—for example at the dinner table. The attack 
was followed by excessive perspiration at the temples, 
but nothing further in the nature of collapse. 

Degree No. 2, which I imagined at the time to be 
comparable to the experiences of the torture rack, was 
accompanied by a peculiar phenomenon, wholly unassoci- 
ated with emotion, for the experience, coming about twice 
a day for several months, became habitual. In_ these 
attacks the voice went into an uncontrollable falsetto, 
Occasionally the attack was followed by copious secretion 
of tears but without either the emotional or muscular 
phenomena of weeping. Personally, being accustomed 
to these attacks, I was able to carry on with duties after 
a delay of half an hour, but the sense of collapse was 
pretty marked, and I would suggest that patients as a 
rule should be made to lie down for a full hour after 
attacks of this degree. 

Degree No. 3 could not, I believe, be compatible with 
consciousness for many minutes. The associated pheno- 
menon is complete aphonia. The patient is not in a 
position to make careful analysis, but the aphonia is 
certainly not due to spasm of the vocal muscles as in 
No. 2, for respiration is unimpaired. My impression is 
that the cords would be seen in the cadaveric position. 
After degree No. 3 cardiac collapse is pretty severe, and 
I suggest that the patient should be carried to bed and 
kept there for six or even twelve hours, and not be 
worried to take food until he asks for it. ‘‘ Bed ”’ pre 
sumably will consist of an armchair, for the horizontal 
posture at once increases pain. Personally I found 
strong hot tea the best restorative, and to be lulled to 
sleep by someone reading aloud. 

I think it is worth while taking note of the three 
cardinal phenomena (frontalis contraction ; falsetto voice } 
complete aphonia) which can easily be observed by a 
companion, for the doctor probably never sees _ his 
patient until long after the attack is over. I have no 
experience of the grievous pains of abdominal disease, 
renal, biliary colic, and so forth, and Iam prepared to learn 
that the phenomena differ from those I have described. 

Incidentally it may be of interest to say that after 
eighteen months of relief I find it quite impossible to 


recreate in memory the pains themselves, although the. 


memory of the circumstances and of the associated 
phenomena is vivid enough. I believe I am correct in 
quoting Sir Henry Head as saying that the brain contains 
no mechanism for recording pain, 


A friend reading the above note suggests that it may 
cause alarm and despondency in those afflicted with 
I would reply that if it causes them to 


similar trouble. 
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HEALTH OF THE PEOPLE IN A DISTRESSED AREA 
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contemplate early operation, before years of pain and 
the toxic influence of starved limbs undermine their 
health and render amputation precarious, so much the 
better. The clinical picture before operation is that of 
man gradually wearing out in strength and _ spirit, 
through pain day and night, punctuated with bursts of 
acute agony which are the source of misery and anxiety 
to relatives and friends: immediately after amputation 
the patient rejoices in the sense of the daily access of 
increasing streagth and good spirits. 

Within eight weeks or so he discovers a number of 
duties, both public and private, which he can perform 
with unimpaired efficiency, and his general health will 
proceed uphill continuously if he takes, say, four miles 
vigorous exercise daily in an arm-propelled chair—an 
exercise very nearly as satisfying as is rowing. He will 
even take a sporting interest of a modest kind in learning 
to walk on artificial legs. More important than all, he 
can feel that he is no longer an object for commiseration 
and a mere ‘‘ passenger ’’ in social life. 

If any member of the profession with borderline cases 
on his hands cares to talk the problem over and to 
learn sundry little devices for making the legless man’s 
life comfortable and happy, I shall be only too glad to 
see him. 


HEALTH OF THE PEOPLE IN A 
DEPRESSED AREA 


A GOVERNMENT INQUIRY 


Last December, in a letter to the Times, Dr. G. F. 
Walker of Sunderland urged that national consideration 
be given to the deterioration of health in the depressed 
areas. He alleged a substantial and progressive deteriora- 
tion between the Tyne and the Tees, and suggested that 
Sir George Newman’s last two annual reports had been 
too optimistic in declaring that, notwithstanding economic 
conditions, there was little evidence of malnutrition in the 
areas most affected. 

Within a week of the publication of the letter an 
inquiry, occupying seventeen days, was instituted from 
Whitehall. The investigators were: Dr. James Pearse, 
medical officer, Ministry of Health ; Dr. J. Alison Glover, 
senior medical officer, Board of Education ; and Mr. K. W. 
Grant, general inspector, Ministry of Health. Their 
report to the Minister of Health and the President of the 
Board of Education is published as a White Paper. 

In Sunderland a high level of unemployment has ob- 
tained since 1930, and at the end of 1934 nearly half the 
men in the borough were out of work. In adjacent 
districts of Durham County the figures are rather better. 
The investigators interviewed Dr. Walker, various repre- 
sentative practitioners, the medical officers of health, 
school medical officers, and health visitors, and visited 
maternity and child welfare clinics, schools, junior instruc- 
tion centres, and an employment exchange. 


STATISTICAL EVIDENCE 

Statistically there does not appear to be much support 
for Dr. Walker's contentions, though it may well be that 
such deterioration may elude any form of census. The 
total death rate in the area shows no increase during the 
decennium 1924-33; the infant mortality rate has 
declined ; and, although the rates for the commoner in- 
fectious diseases show fluctuations, there is no definite 
indication of an upward tendency. Pulmonary tuber- 
culosis in Sunderland is falling, though the rate of decline 
has slowed in recent years, and in Durham County, 
although the incidence remains higher than in the aggre- 
gate administrative counties of England, this state of 
affairs existed long before the depression began. Rickets 
was formerly prevalent, but an examination of 700 pre- 
school children revealed slight manifestations only in 4.5 
per cent. Dr. Walker showed the investigators six cases 

"Report of an Inquiry into the Effects of Existing Economic 
Circumstances on the Health of the Community in the County 
Borough of Sunderland and certain districts of County Durham, 
Cmd. 4886. HM. Stationery Office. (9d. net.) 


of what he called gross rickets, and four of them the 
investigators agreed were severe. 


ASSESSMENY OF NUTRITIONAL STATE 


An estimate of the nutrition of these 700 young children 
—about half from Durham County and half from Sunder- 
land—showed subnormal nutrition in about 21 per cent. 
of both classes, and bad nutrition in 7 per cent. of those 
from the borough and 1.4 per cent. of those from the 
county. The investigators explained that by ‘‘ sub- 
normal ’’ they meant a physical condition falling below 
a reasonable standard, but not severely depressed. In 
many cases the ill condition was due to concurrent diseases 
not uncommon in childhood, and not necessarily due to 
insufficient food. Among 1,300 Sunderland school chil- 
dren subnormal nutrition was found in 18.7 per cent., 
and definite malnutrition in 2.2 per cent., but again a 
proportion owed their inclusion in these categories to 
temporary conditions, such as recent infectious disease. 
In the county 935 school children were assessed, with 
results very similar to those in Sunderland itself. Among 
adolescents at juvenile instruction centres about 26 per 
cent. in the town and 22 per cent. in parts of the 
county were found undernourished. The figures were 
much the same for the women seen at the ante-natal 
centres in Sunderland, about 20 per cent. being classed 
as subnormal and 7 per cent. as poor. There was not the 
same opportunity for detailed examination of men, and 
here in the information afforded to the investigators 
emphasis was laid rather on the mental than on the 
physical effects of prolonged unemployment. Twenty- 
eight local practitioners were interviewed, of whom four 
spoke of a deterioration latterly in the general level of 
health. Some members of staffs of voluntary hospitals 
thought that deterioration was to be seen amongst out- 
patients, especially married women. 


No SUBSTANTIAL AND PROGRESSIVE DETERIORATION 


The investigators deal categorically with the statements 
in Dr. Walker’s letter. There has been a high attack 
rate for scarlet fever in Sunderland, but there is no 
evidence of an increased attack rate for diphtheria in town 
or county. Some prevalence of anaemia is noted, but no 
rapid increase of incidence. There may have been during 
the last two years some increase in chronic rheumatism 
and chorea, but while these conditions can be associated 
with poverty they can also be associated epidemiologically 
with a high prevalence of scarlet fever, to which Sunder- 
land has been subject. An increase in neurotic maladies, 
especially amongst men, receives corroboration. Dr. 
Walker asserted that ‘‘ thousands and thousands of poor 
people in this area labour under disabilities such as 
pyorrhoea, deafness, gastritis, sciatica, bronchitis, and 
sinusitis.’’ The investigators have had no opportunity of 
analysing the frequency of these conditions, but they do 
record a general expression of opinion among those they 
interviewed as to the frequency of pyorrhoea, and a less 
general agreement with regard to gastritis. Dr. Walker 
asserted a startling increase in incidence of metabolic 
diseases. No evidence of an increase of diabetes in 
Sunderland has been elicited and the investigators think 
that Dr. Walker may have been statistically misled by 
his own special experience as a widely known consultant. 
As to pernicious anaemia no evidence of even an im- 
pression of increase was obtained from practitioners. 
One result of Dr. Walker’s letter was that some local 
officials thought it a veiled attack upon their adminis- 
tration. Dr. Walker says that nothing could be further 
from the truth, and the investigators accept his assurances, 
and compliment both authorities of town and county on 
the efficiency of their health services. They conclude: 

‘“From this detailed consideration of Dr. Walker’s letter 
it is clear that we are unable to accept his major findings or 
to agree that there has been ‘a substantial and progressive 
deterioration in public health’ in this area. . . . We are not 


overwhelmed by an insistent mass of illness, but are impressed 
by the stress of long-continued social and economic difficulties 
and the fortitude of the people. We think that Dr. Walker 
has been misled by his professional contact with the sick into 
drawing conclusions which he .applies generally to a wide 
population. .. .” 
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A SoctaL AND PROBLEM 

We have been favoured with a copy of the preliminary 
remarks which Dr. Walker placed before the inspectors, 
and these make it clear why discrepancy in conclusions 
may arise among persons equally anxious to arrive at the 
truth. Dr. Walker, who says that he acted from an 
impulsive sense of duty and on local knowledge, proceeds 
on the logical ground that financial insufficiency must 
mean subnormal health, health being largely a purchase- 
able commodity. The state of Durham, struck in both 
its coal and its shipbuilding, can hardly be painted in too 
dark colours, and the rate-paying classes are reaching the 
point of exhaustion. Doctors are continually frustrated 
in their work by the knowledge that their patients cannot 
afford the simplest measures they would like to advise. 
An enormous amount of ill-health is invisible ; it is best 
described, like the economic condition itself, as a depres- 
sion, the slowing of the wheels of life, and it cannot be 
scheduled in terms of definite disease or set out in 
statistics. It may well escape the eye of the most vigilant 
official and the most unbiased visiting observer. It may 
be better known to the doctor on the spot, but not fully 
to him, because many sufferers from vague ill-health will 
never consult a doctor, knowing that what they need is 
money and not medicines. These ill shapes are only to 
be seen against the background of economic distress, and 
the nature of that background is not to be understood 
without long and sympathetic study. The investigators 
themselves repeat the remark made to them by a medical 
practitioner not unsympathetic to Dr. Walker’s views: 
“The problem in this district is not primarily medical, 
but social and economic ”’ ; and with this view they agree. 


THE TREATMENT OF SYPHILIS 


AN INQUIRY IN FIVE COUNTRIES 

The Health Organization of the League of Nations pub- 
lishes in the current number of its quarterly Bulletin 
(vol. iv, No. 1, March, 1935) the results of an inquiry 
into syphilis treatment carried out in five countries 
(Denmark, France, Germany, Great Britain, United 
States of America) ; ninety-three clinics in these countries 
have contributed to this investigation, and 13,198 case 
records of primary and secondary syphilis have been 
analysed. 

Guided by the principles revealed by the study of 
these records, the experts who collaborated* have adopted 
the following recommendations, which are of great interest 
to syphilologists, public health officers, and private 
practitioners. 


RECOMMENDATIONS BY COMMITTEE OF EXPERTS 

1. Treatment should be recommended as early as 
possible in the sero-negative primary stage. In’ this 
connexion the fullest possible use should be made, for 
purposes of diagnosis, of the microscopical examination 
of secretion from primary lesions or from lymph glands. 

3. It should be emphasized that, prior to the institution 
of either of the systems of treatment outlined below, 
there should be an adequate physical examination to 


*The committee of experts was composed of Professor J, 
Jadassohn, former director of the Dermatological Clinic of the 
University of Breslau ; Colonel L. W. Harrison, Technical Adviser 
in Venereal Diseases, Ministry of Health, London ;) Professor Th. 
Madsen, director of the State Serotherapeutic Institute, Copenhagen ; 
Professor Louis Queyrat, president of the Ligue Nationale Francaise 
contre le Péril Vénérien ; Professor Queyrat died, and was succeeded 
by Professor H. Gougerot, director of the Clinique des Maladies 
Cutanées et Syphilitiques de la Faculté de Médecine de Paris 
(Hopital St. Louis) ; Professor C. Rasch, director of the State 
Hospital, Copenhagen, whose place was occasionally taken by 
Dr. Svend Lomholt, director of the Dermatological Clinic of 
Finsens Lysinstitut, Copenhagen; Dr. John H. Stokes, professor 
of dermatology and syphilology, School of Medicine, University 
of Pennsylvania, Philadelphia. Rapporteur: Professor Hans 


Martenstein, director of the Dermatological Clinic, Municipal 
Hospital, Dresden-Friedrichstadt. 
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determine the absence or otherwise of any indication for 
caution in respect of the dosage. 

3. It is essential that, in carrying out the treatment, 
a strict supervision of the patient be exercised, especially 
in vespect of mucous membranes, skin, kidneys, and liver, 

4. Observation, clinical and serological, after completion 
of treatment should be adequate, and in any case for not 
less than three years. 

5. Adequate examination of the spinal fluid, at least 
before dismissal from observation, is essential. 

6. The principles to be followed in carrying out the 
actual treatment should be as follows: (a) To employ 
a comparatively heavy individual dosage of the arseno- 
benzene and of the bismuth or mercurial compounds, 
the doses being administered in comparatively rapid 
succession, especially at the commencement. — (b) To 
maintain a persistent attack on the disease, avoiding 
intervals of such length as to afford the parasite an 
opportunity of recovering. (¢) To administer approxi- 
mately as much treatment to primary as to secondary 
cases. 

7. The material studied does not enable a clear decision 
to be made as to the relative merits of intermittent 
treatment, with courses of injections in rapid succession 
separated by rest intervals of some weeks, and continuous 
treatment, or between the simultaneous employment of 
beth arsenical and bismuth or mercury and the system 
in which bismuth and mercury are withheld until a 
number of arsenical injections have been administered. 
Nevertheless it seems practicable from the results of the 
analysis and from the personal experience of the experts 
to formulate a system of intermittent treatment and one 
of continuous treatment, either of which can be expected 
to yield satisfactory results in ordinary cases of early 
syphilis. It seems possible that the intermittent treat- 
ment which is suggested below may in effect be con- 
tinuous, or practically continuous, treatment, owing to 
the continued absorption of bismuth from the sites of 
the injection for some weeks after any temporary sus- 
pension of the treatment. 


PLaN OF INTERMITTENT TREATMENT 
I 

For adult males of average weight aged less than 50 
years and in whom there is no contraindication, a number 
of courses of injections on the plan described below. It 
should be said that, at the beginning of this course, 
some administer at once the full weekly dose (0.6 to 
0.75 gram), while others divide it into two doses (for 
example, 0.3 and 0.45 gram) so far as the first week ts 
concerned, 


Insoluble Compound 


of Bisuiuth, containing 


Week (gram) (ram) and Bismuth Metal* 
lst 0.6 to 0.75 or 0.4 to 0.5 and 0.2 to 0.24 
4th ” ” ” 
6th ” ” ” ” ” 
7th ” ” ” 
8th ” ” ” 


solubility in water. They should therefore be given in suspension, those 
of extremely slight solubility (the oxychloride, etc.) usually in a watery 
suspension, those that are more soluble (the subsalicylate, the iodo- 
bismuthute of quinine, the alkaline tartrates, etc.) suspended ina vegetable 
oil. If a liposoluble compound (for example, the camphocarboxylate, ete.) 
is preferred, it is desirable that the injection be given twice weekly in 
half doses, The dosage of all bismuth compounds should be calculated 
according to their content in bismuth metal. 

(2) As an alternative to bismuth, a course of mercury may be given, 
either in the form of inunetions (forty days at 3 grams of unguentum 
hbydrargyri) or of injections (70 mg. calomel or 120 mg. salicylate of mereury, 
ete., suspended in a suitable base), 


It is recommended that: 

(a) In cases which remain or become serologically 
negative during, or by the end of, the first course four 
such courses be administered, with intervals of three to 
five weeks between any two courses. 

(b) In cases which have not become sero-negative by 
the end of the first course, in addition to the amount of 
treatment shown in (a), further courses should be 
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Plan of Alternating Continuous Treatment for Early Syphilis 
(gram) Interim Treatmeiat Serologic Test Remarks 
Day 1 0.3-0.6 wiudasdagacsdusreseiestesnt Cie wenegeese) a 1 ‘*€06"’ dosage for first 3 injections at level of 0.1 gram for each 25 pounds 
5 ne (11.3 kg.) body weight. Average subsequent dosage, 0.4 gram men 0.3 gram 
10 és women, the fourth and subsequent injections in the first course at weekly 
intervals. In average patient all lesions heal rapidly and blood serological 
Week reaction becomes negative during first course. If “ 603'’ can ot be used, 
3 0.4 substitute 8 to 10 doses 0.3 gram _ silver ,arsphenamine (silver salvarsan, 
4 "” silver arsenobenzol, etc.) or 10 to 12 doses “ 914" (0.45 to 0.6 gram maximum 
5 a for women and 0.6 to 0.75 gram for men). This applies also to subsequent 
courses 
1 If mercury is used, note overlap of one week at end of first and start of second 
8 aes Bismuth, 4 doses 0.2 ¢ram, “606 "’ courses. At this point a few days without treatment may be 
9 and KI, or ung. hyararg. dangerous. (Neuro-relapse) 
10 and KL 
ll ‘ 
12 0.4 1 “606 "’ starts, bismuth stops. 
13 * 1 Watch for provocative serological reaction after first dose of “ 605” 
14 ‘ es Try to prevent short lapses in treatment, especially at this early stage 
15 ” 
1 
18-23 a Bismuth, 6 doses, or ung. ove Bismuth is better than mercury. Use if possible. Examine cerebro-spinal 
hydrarg. and KI fluid if patient's co-operation can be secured at about this time. If found to 
be abnormal, continue or intensify treatment as required, re-examining fluid 
within six monihs 
24 0.4 
25 ” 
26 
27 
28 
29 
30-37 a Bismuth, 8 doses, or Hg and 
kl 
39 
40 
41 
42 
44-53 = Bismuth, 10 doses, or ung. as Note that bismuth or mereury courses are gradually getting longer : 4, 6, 8, and 
hydrarg. and KI now 10 weeks 
55 The average sero-negative, sero-positive primary, or early secondary patient 
- should have at least 5 courses of “ 606” 
57 
58 
60-69 a Bismuth, 10 doses, or ung. It is safer to finish treatment with bismuth or mercury rather than with “ 606” 
hydrarg. and KI 
No treatment €-12 


70-122 Probation 
123 


Complete physical and neurological examin t 01, lumbar puncture, and, if possible, fluoroscopic examination of heart and great vessels 


administered until the patient has received as a minimum 
three beyond that which has ended with negative serum 
reactions. At the option of the individual clinician, this 
treatment may be prolonged as may be considered 
necessary. 

(c) Cases presenting signs of clinical relapse of an early 
type should be dealt with on principles similar to those 
enunciated in (b). 

Il 

For females (non-pregnant), treatment should be ad- 
ministered on the plan outlined for men, with the excep- 
tion that the single dose of ‘‘914’’ should be reduced by 
0.15 gram and that of ‘‘ 606’ by 0.1 gram. 

In the event of any reduction in the amount of treat- 
ment being indicated, it is recommended that this be 
effected by reducing the number of arsenical injections 
rather than by reducing the individual dose or increasing 
the intervals. 

As an optional scheme more in harmony with the 
trend toward longer courses, three series of ten to twelve 
injections cach of the arsenical drugs may be given. To 
secure an overlapping of the heavy metal and_ the 
arsenical, believed by some observers to protect against 
neuro-relapses, begin the bismuth two, three, or even four 
injections before the end of the longer arsenical course, 
continue it through the period in which the arsenical is 
suspended, and on into the beginning of the next arsenical 
course. The bismuth is then suspended while the arsenical 
course is completed. 

The bismuth salt advised for this system is bismuth 
salicylate in oil suspension, in full adult dosage, with 
due regard for weight. Other preparations of bismuth 
may be used only with due regard for an equivalent 
metallic content and for their rate of elimination. The 
mercurial inunction is 50 per cent. metallic mercury in 
a suitable fatty base, dose 4 grams per inunction, five to 
six inunctions per week. The use of the iodide is optional, 
depending on indications. 


The use of insoluble mercurials intramuscularly in this 
system is not recommended. 

It should be further understood that when heavy metal 
is employed after the last ‘‘ 606’ course, the heavy 
metal courses are to be separated by rest intervals of 
six to eight weeks between each series of ten weeks’ 
injections, or each course of forty inunctions. 

In cases of primary syphilis which have remained sero- 
negative throughout, a minimum of five courses of ‘‘ 606 ”’ 
or ‘‘914’’ should be given. Cases of sero-positive 
primary syphilis should receive the full treatment called 
for by this system. 


The annual dinner of the University of London Medical 
Graduates’ Society was held at the Langham Hotel on 
May 7th, when the president, Mr. W. McAdam Eccles, 
was in the chair, and seventy members and guests were 
present. Before grace a message of loyal congratulation 
was sent to the King and Queen on the occasion of Their 
Majesties’ Silver Jubilee. The toast of the society was 
proposed by the president, who announced a great increase 
in membership during the past year, and also alluded to 
his forthcoming tour of the world, during which he 
would meet graduates of the University of London at 
every point of call. Sir Charlton Briscoe responded, 
and in a humorous speech made play with the difficulties 
of a treasurer when getting his accounts audited. The 
chief guests of the society were the Dean, Colonel A. H. 
Proctor, and the four professors of the British Post- 
Graduate Medical School. In proposing their health 
the president paid tribute to the sterling qualities of 
Colonel Proctor, Professor Francis Fraser, Professor G. 
Grey Turner, Professor James Young, and Professor E. H. 
Kettle. Professor Young replied, and outlined the schemes 
proposed for the instruction of every type of medical 
practitioner at home and from the Dominions and 
Colonies. 
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REPORT OF THE CONFERENCE 


The Board of the Faculty of Medicine of the University 
of London, during the session 1931-2, had under considera- 
tion a number of requests “trom various sources for 
modifications in the medical curriculum, and, in view of 
these requests, the then Dean of the Faculty, Professor 
G. E. Gask, asked the Board to consider whether the 
different parts of the curriculum should be dealt with 
separately, or whether the time was ripe for a review of 
the whole curriculum. A committee was appointed to 
consider the question, and the view of this committee 
was that there was sufficient cause for dissatisfaction 
to justify a review of the whole curriculum. The Board 
had also been aware, unofficially, that a syndicate had 
been reviewing medical studies at the University of 
Cambridge, and that dissatisfaction with the medical 
curriculum was felt in various quarters. 
The Senate of the University of London, at its meeting 
on June 22nd, 1932, passed the following resolution : 
That the Universities of Oxford and Cambridge and 
the Royal College of Physicians of London and_ the 
Royal College of Surgeons of England be invited to 
appoint representatives to confer with the University of 
London to consider the defects of the medical curriculum 
and to make suggestions for reform, and that the Board 
of the Faculty of Medicine be asked to nominate not 
more than four representatives to attend the conference. 


These invitations were accepted, and representatives 
were appointed to the Medical Curriculum Conference as 
follows : 


University of Oxford: Sir Farquhar Buzzard, Bt., D.M., 
F.R.C.P., Regius Professor of Medicine; M. H. MackKeith, 
D.M. ; W. H. Ogilvie, D.M., M.Ch., F.R.C.S. 

University of Cambridge : Sir Walter Langdon-Brown, M.D., 
F.R.C.P., Regius Protessor of Physic ; Professor H. R. Dean, 
M.D., Av Clark-Kennedy; M.D:, 

Unwersity of London : A. M. H. Gray, M.D:., 
F.R.C.S., Dean of the Faculty of Medicine ; Professor C. A. 
Lovatt: Evans, D.Sc., Professor G. E. 
Gask, F.R.C.S. ; Professor Winifred Cullis, D.Sc. 

Royal College of Physicians of London: The Right Hon. 
Lord Dawson of Penn, M.D., President ; Sir Raymond 
Crawfurd, M.D., F.R.C.P. ; Sir Ewen Maclean, M.D., F.R.C.P. 

Royal Colle ze of Surgeons of England : Sir Holburt Waring, 
Bt., M.S., President; Eric Pearce Gould, M.D., M.Ch., 
F.R.C.S. ; Professor William Wright, D.Sc., F.R.C.S. 


The Conference elected Lord Dawson as its chairman, 
and appointed Mr. G. W. Rossetti to act as secretary. 
It invited the Society of Apothecaries of London to 
appoint a representative, and Mr. T. Bramley Layton, 
M.S., F.R.C.S., having been chosen, became a member 
of the Conference. In view of the special consideration 
to be given to the preventive aspects of medicine, Pro- 
fessor W. W. Jameson, M.D., F.R.C.P., was invited to 
join in the deliberations. An executive committee, con- 
stituted as follows, was set up to consider the medical 
curriculum, to take evidence, oral and written, to confer 
with other bodies, and to report from time to time: 
Sir Farquhar Buzzard (chairman), Professor Gask (vice- 
chairman), Dr. Clark-Kennedy, Professors Dean and 
Lovatt Evans, Mr. Pearce Gould, Drs. Gray and 
MacKeith, Sir Ewen Maclean, and Professor Wright. 
The executive committce held twenty-eight meetings, 
at which it consulted with various medical teachers and 
representative schoolmasters, and received memoranda, 
letters, and reports from a large number of bodies and 
persons interested in various aspects of medical education. 

The Conference has now issued its report, which is 
signed by all the eighteen members and dated April 
30th, 1935. The main body of the report opens with the 
following remarks on the medical curriculum, its purpose 
and functions, and the criticisms which have been levelled 
at it of late. 
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General Considerations 


“The medical curriculum, as generally followed in the 
medical schools with which this Conference is concerned, 
has been subject to attacks from many quarters, but 
enthusiasm for reform may be tempered by the knowledge 
that, in spite of its imperfections, it is capable of producing 
a large number of well-trained and efficient practitioners of 
medicine. Gibbon has said that ‘ the powcr of instruction js 
se'dom of much efficiency, except in those happy dispositions 
where it is almost superfluous,’ probably the pre- 
ponderance of efficient practiuioners is determine 1 as much by 
their inherent qualities as by their training. There can be 
little doubt that in any curriculum the more intelligent student 
must be less handicapped by its faults than is his less gifted 
brother or sister. But the curriculum should be designed to 


give the student of average ability such knowledge and such ~ 


education as will enable him to approach the problems. of 
practice with some degree of confidence, and with a legitimate 
hope that his scientific outlook on health and disease wil] 
enable him to learn from subsequent observation and experi- 
ence. In the long run a scientific outlook, if once acquired, 
will prove of more lasting value than a store of knowledge. 

“It is a frequent, and probably just, criticism of the 
curriculum that so large a store of memorized facts is required 
of the student that he has little opportunity to develop the 
habit of critical inquiry and judgement which his scientific 
training is designed to encourage. It is, however, impossible 
to inculcate general scientific principles without the introduc- 
tion of much concrete knowledge. Another criticism of the 
medical curriculum is concerned with the multiplicity of special 
courses of instruction, followed by examinations, which tend 
to divide a prolonged period of study into a number of more 
or less watertight compartments, with thé result that the 
student is tempted to regard them as independent. obstacles 
in his progress towards the goal of qualification. This very 
real defect can be overcome by reducing the number of 
examinations and by making the transition from one course 
of instruction to the next as little abrupt as possible. 

“Of recent years, too, there has been an increasing demand 
that emphasis should be laid upon the preventive aspects of 
medicine, and on the principles of personal and communal 
hygiene which govern the maintenance of health and_ the 
avoidance of disease. This demand is justified, but such 
principles, important as they are, cannot be regarded as a 
separate study. They belong to physiology, to biochemistry, 
to pathology, and to every branch of clinical medicine and 
surgery, and the teachers in all these subjects have a special 
duty to perform in stressing the part which a doctor can play 
in the prevention as well as the cure of ill-health. 

“The Conference is satistied that the relative amount of 
time and attention devoted by students and teachers to some 
parts of the curriculum is to an extent determined by the 
importance attached to them in the examinations, and_ that 
some desirable changes can be most effectively secured by 
examining boards. 

“The Conference recognizes that the ideal approach to 
clinical study is by a university training leading to a degree 
in arts or science. At the University of Oxford almost all 
medical students take the courses leading up to the Honours 
School of Natural Science, and devote three or four years to 
preparation for this examination. At Cambridge medical 
students have always been encouraged to take the Natural 
Sciences Tripos, and under the new regulations, which have 
just come into force at that university, all students will be 
required to attain the standard of an honours degree before 
they are allowed to proceed to the final M.B. examinations. 
At both Oxford and Cambridge the required period of residence 
for a degree is three years, and a certain proportion of students 
remain in residence for four years. At both universities three 
years of clinical study are required, so that the interval 
between matriculation and the final examinations can never 
be less than six years and on an average may well be mor6 
than seven years. At the University of London some medical 


students work for a B.Sc. degree, with the result that there 
is an inevitable postponement of their date of qualification. 

‘* The advantages of working for a degree in arts or science, 
in addition to the necessary period of study for a medical 
qualification, are obvious. 


The medical student comes inta 
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contact with men working at other subjects and preparing for 
other professions, and listens to lectures by teachers whose 
concern and interest In life are the development of their own 
pranch of knowledge. Moreover, it is good for the medical 
student to work in the laboratories with men who are destined 
for careers in science other than medicine and who are 
interested in science from many and different points of view. 
There can be few, if any, branches of science which have not 
contributed to the advancement of medical knowledge. There 
can be few, if any, branches of knowledge which have not 
peen advanced by the labours of medical men. The Con- 
ference recognizes the great advantages enjoved by those 
students who are able to devote one er more additional years 
to the study of the natural sciences as a prelude to and in 
preparation for their professional training. It recognizes that 
such men, coming as they do from courses of study and 
research which have not been devised exclusively for medical 
students, bring with them new ideas and a fresh outlook, which 
is of great advantage to the development and progress of the 
science ard practice of medicine. Nevertheless, all men cannot 
afford the additional time and money which a_ university 
education in science or arts demands, and the Conference has 
thought it impossible to recommend any alterations in the 
curriculum which would prolong the present minimum period 
of five vears for a medical qualification.’’ 

The Conference hopes that in the recommendations it makes 
due weight is given to the various subjects which must be 
embraced in any course of medical training, and that their 
adoption would make the curriculum a continuous period of 
study as little broken up by examinations as possible, affording 
the student time and opportunity for self-education in spite of 
the efforts he is called upon to make in memorization. It 
believes that in this way his memory may prove equal to the 
burden imposed on it, and that, by developing at all points 
fields of association, his mind may acquire that kind of culture 
which survives the forgetting of facts. 


Pre-medical Studies 


Remarking that the general education of an intending 
medical student is of the greatest interest to those engaged 
in trying to frame a medical curriculum, the Conference notes 
that the period of pre-medical studies is spent with increasing 
frequency at school and only too often general education is 
stopped at too early an age, in order to specialize in elementary 
science for the purpose of passing the pre-medical examination. 
The Conference was assured that general education need not 
be neglected during the preparation for first M.B. and other 
preliminary science examinations. 

“It is, however, probably true that preparation for these 
examinations takes up very nearly the whole time and energy 
of intending medical students during their last two years at 
school. That a boy who has reached the matriculation stan- 
dard of a university should spend his last two years at school 
almost wholly in the study of the natural sciences may not be 
undesirable, although the Conference feels it important that 
the study of literature and languages should be continued up 
to the time of leaving school. It is, however, a serious matter 
if intending medical students during their last two vears are 
segregated in a small group, not only from the rest of the 
school, but even from other bovs on the science side.’’ 

In view of the difficulties experienced by schools in teaching 
candidates for the requirements of the different syllabuses of 
the several examinations for first M.B. or basic sciences, the 
Conference recommends that the syllabuses in chemistry, 
physics, and biology for the examinations ef the different 
licensing bodies should be brought more into line with one 
another. Syllabuses designed with this object appear in an 
Appendix. The Conference further recommends that to ensure, 
during the period after passing matriculation, the continuance 
at schools of the general education of intending medical 
Students, the licensing bodies should consider the possibility 
of allowing and encouraging exemption from the first M.B. 
by means of a_ higher certificate examination, in 
which, besides the three principal scientific subjects, a sub- 
Sidiary non-scientific subject is taken. In order to allow 


schools 


sufficient time for general education, and to avoid the danger 
of too early specialization, the Conference is generally agreed 
that medical studies proper—that is, anatomy and physiology 


—should not be taken before the age of 18. 


The Pre-clinical Period 


The Conference does not recommend any change in the 
present arrangement whereby the first two years of the 
medical curriculum should be devoted to intermediate studies, 
leaving three years for the clinical period. It believes, 
however, that certain rearrangements could be made by 
concerted action of the teachers so that the course would be 
more harmonious, consecutive, and interesting. With this end 
in view it recommends that the work of the student during 
this period should be arranged by, a board of teachers 
representing anatomy, physiology, chemistry, biochemistry, 
pharmacology, and pathology. 

The following further recommendations are made by the 
Conference in regard to the pre-clinical period (intermediate 
studies): That during the first four terms of medical studies 
the student continue the study of chemistry, carry out work 
in the dissecting room and department of anatomy, and, in 
the second term, begin the study of elementary physiology 
and biochemistry. That during the fifth and sixth terms of 
medical studies, while continuing the study of anatomy and 
physiology, the student be introduced to the principles 
of general pathology, immunology, and bacteriology by a 
pathologist. That the teaching of organic, physical, and 
colloidal chemistry be determined by conference between the 
teachers of physiology, biochemistry, and chemistry, due 
weight being given to the opinions of the teachers of physio- 
logy on the special needs of students of medicine. That the 
teacher of anatomy be given access to hospital material for 
teaching applied anatomy, with or without the assistance of 
a clinician attached to his department. That during the 
second year of medical siudies the teacher of physiology 
(being provided, if necessary, for this purpose with a clinical 
assistant) should give demonstrations in applied physiology 
and familiarize the student with the use of the stethoscope, 
the ophthalmoscope, the laryngoscope, and the otoscope. That 
during the second vear of medical studies the teaching of 
pharmacology, which shall include toxicology, should be 
arranged in close co-operation with the teachers of physiology. 
That during the second year of medical studies—that is, 
towards the end of the pre-clinical period—the student shall 
attend a short course of lectures in elementary medical 
psychology. 

The Conference devoted earnest attention to the large pro- 
portion of the student’s time which is spent in the dissecting 
room, and considered a suggestion that it is unnecessary for 
every student to dissect the whole body. On this important 
question the Conference was not unanimous. On the other 
hand the Conference takes the view that, while dissection 
is valuable as a training in technique and a discipline, it can 
with advantage be supplemented by the use of models, by 
radiography, and by other methods. It is also believed that 
the teacher of anatomy could save the student’s time if he 
had the opportunity of demonstrating the anatomy of the 
abdomen and thorax in the post-mortem room. The Con- 
ference also holds that in the past too much time has been 
spent and too great a stress has been laid on the memoriza- 
tion of structural detail for examination purposes. 

The Conference therefore recommends that the student’s 
acquaintance with the details of each part immediately after 
its dissection should be established orally by his teachers 
before he is allowed to proceed to the next, but the retention 
in his memory of all such minutiae should not be made the 
criterion of his fitness to pass on to hospital work. ‘‘ If this 
plan is adopted the pre-clinical examination in this subject, 
closely associated as it should be with that in physiology, 
would be a test not so much of memory but of the student's 
grasp of the constitution of the human bedy as a whole and 
of the structure and function of the essential systems.”’ 


Pre-clinical Examination 


The Conference believes that the examination at the end 
of the second year of the curriculum should be designed to 
test the student’s general knowledge of the structures and 
functions of the human body, together with an elementary 
acquaintance with the principles underlying simple reactions 
of its tissues to physical and chemical changes in their 
environment. 
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The Conference has been impressed by the high percentage 
of failures in examinations in anatomy and physiology, and 
believes that the number of failures could and should be 
reduced, not by lowering the standard, but by altering 
the methods of teaching and examination. It accordingly 
recommends that the student’s knowledge of detail of a 
subject should be tested orally by his teachers before passing 
to a new part of the work, and that success in the pre- 
clinical examination should not depend on a mere feat of 
memory, but rather on such grasp of the structure and 
function of the body as is necessary to equip the student 
for hospital work. Since one of its recommendations is that 
instruction in elementary general pathology should be in- 
cluded in the pre-clinical period it tollows that the student’s 
knowledge of the subject should be tested in the pre-clinical 
examination. 

The Conference is of opinion that the Board of Examiners 
should represent anatomy, physiology, pathology, and 
pharmacology, and that all the examiners should meet and 
co-operate in setting their questions, so that papers may be 
reasonably balanced and not too specialized in their require- 
ments. It recommends that there be no separate examination 
in pharmacology or in organic chemistry. It holds that the 
student’s knowledge of the physiological and therapeutical 
aspects of pharmacology (including toxicology) should be 
tested at the final examination. 


The Clinical Period 


“The clinical period of the curriculum has not escaped 
censure. Too much of the student’s time, it is alleged, is 
taken up, particularly in the wards, with the study of rare 
and complicated diseases which he is unlikely to meet with 
when he goes into practice. Too much of his time is wasted 
in watching major operations which he will never perform, 
Opportunities for acquiring an intimate knowledge of the 
diagnosis and treatment of minor ailments are insufficient, 
and when the final examinations are reached such knowledge 
as he has is rarely put to a searching test. If the neuroses 
and psychoneuroses, which take up such a large amount of 
time and energy in a doctor’s practice, are included among 
minor ailments, this charge attains serious proportions, 

‘‘ There is truth in these criticisms, and it is hoped that 
the recommendations made below will do much to meet them. 
It should be remembered, however, that the student’s atten- 
tion to the history of patients and their diseases, however 
rare, his daily observations of their symptoms and physical 
signs, and the gradual elucidation of the difficult problems 
of diagnosis which they present, are all essential to medical 
education, and the lessons so learned by the student remain 
as a permanent part of his professional equipment. The 
supreme value of periods of clerking and dressing in the 
general wards during which students are brought into intimate 
contact with patients remains unchallenged. It is this 
intimate association of small bodies of students, clinicians, 
and patients which has brought British medicine to its 
present standard, and it should not be disturbed. It must 
be recognized, however, that medicine is becoming, and should 
become, more scientitic and less empiric. The scientitic 
standards and methods of thought, inculeated in the student 
in the pre-clinical years, should be carried into the wards, 
and applied at the bedside and in the laboratory. 

“It is for this reason that it is hoped that applied 
physiology and anatomy will be carried through the whole 
of the medical course, and also that pathology, the study of 
the processes of disease, be taught throughout the whole of 
the clinical period, in close association with all the branches 
of medicine, and not be regarded as a special study. On the 
other hand, there is in all large hospitals a mass of clinical 
material ready to hand for the study of minor ailments, and 
much of this passes in and out of the casualty and out- 
patient departments unused. In special departments, such 
as those dealing with the diseases of the eye, the ear, the 
nose, the throat, and the skin, the student may, under proper 
guidance, absorb a large amount of useful information anil 
experience if he is encouraged to do so. But he knows that 


there is little likelihood of his being confronted with an 


“eye case’ or a ‘throat case’ in his final examination, 
and is often content to run the risk of exposing his ignorance 
in these directions. 


“This unfortunate position has been reached because 
teachers in charge of the special departments have hitherto 
been unrepresented on the boards of ‘final’ examiners 
with the result that their valuable co-operation, both in 
setting questions and in providing clinical material, is not 
used to proper advantage. The fear that they might expect 
too much specialized knowledge on the part of students need 
not be entertained if they examine in association with general 
physicians and surgeons. On the other hand, their co- 
operation would lead to the newly qualified practitioner 
being more familiar with the use of instruments, such ag the 
ophthalmoscope and the laryngoscope, and with the features 
of such common disorders belonging to the special depart. 
ments as play so large a part in general practice. 

“The task of making the student familiar with the main 
features of the neuroses and psychoneuroses and, perhaps 


still more difficult, with the individual psychological outlook . 


of patients suffering from organic diseases, is one to which 
much attention has been devoted in recent years. The 
Conterence has had the advantage of considering many 
authoritative memoranda on this subject, and has reviewed 
evidence of the methods adopted by ditterent medical schools 
all over the world. The recommendations it has decided upon 
are the result of much time and thought given to a very 
subtle problem.”’ 


Special Departments and Examining Boards 

“The necessary changes in the clinical period will be best 
brought about by changes in the form and scope of the final 
examunations, The arrangements at present in force in regard 
to the time spent in wards and out-patient departments 
for the purpose of studying general medicine, surgery, 
gynaecology, and midwifery do not call for particular change, 
except that more attention should be paid te: (1) the recogni- 
tion and treatment of minor ailments, (2) the psychological 
aspects of medicine, as indicated in the Conference’s recom- 
mendation dealing with that subject. 

‘* The arrangements now in force in regard to the time and 
attention devoted by the student to the special departments 
and in particular to those concerned with diseases of the eye, 
ear, nose, and throat are less satisfactory. The teachers in 
these departments have batches of students allotted to them 
for two or three months and, except in so far as they are 
responsible for a record of attendances, have little opportunity 
of judging the results of their teaching, and can scarcely be 
satisfied with the extent and method of its testing. The 
student is inclined to regard this part of his work as so many 
attendances for which he must be signed up, and is prepared 
to gamble on not being confronted with a question or a case 
belonging to these departments his final examination. 
And yet the recognition and treatment of common disorders 
of these sense organs are to form a very big part of his work 
in general practice. It can hardly be disputed, therefore, that 
the present system of certifying attendances in special depart- 
ments is an unsatisfactory criterion of adequate knowledge. 

‘“The remedy would appear to lie in having a board of 
examiners for the qualifying examination which would include 
representatives of the special departments. Such representa- 
tives would have a say in the preparation of examination 
papers, and would take a part in the clinical and viva voce 
examinations. As a result it may be expected that teachers 
in special departments would become more keenly interested 
in seeing that their students acquire a reasonable facility in 
the use of the instruments necessary for investigation and 
reasonable skill in recognizing common disorders. 

‘“ The adoption of this scheme does not, in the opinion of 
the Conference, do away with the necessity for certification 
of attendance in various special departments. These certifi- 
cates are valuable from an administrative and_ disciplinary 
point of view to those in authority who are responsible for 
the organization of medical studies in the school. Much of 
the time now spent in watching major operations might be 
more profitably expended by the student attending the 
casualty department, where throughout the day new cases of 
all kinds are being seen and examined for the first time.” 

A schedule of the certificates of experience or attendance 
at courses of instruction that should be required of students 
before entry to the final examination appears as one of the 
appendixes to the Report. 
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Preventive Medicine 

“ The teaching of preventive medicine will only be adequate 
if, as has been stated above, its importance is realized by 
teachers throughout the whole curriculum. Whilst still in the 

re-clinical period the student should learn from the professor 
of physiology the scientific basis on which rests our knowledge 
of personal hygiene. It is the duty of the teacher of pathology 
to stress the striking advances in preventive medicine which 
have followed upon bacteriological and immunological research. 
rhe clinician has innumerable opportunities for instruction in 
preventive medicine. As examples may be mentioned the 
dangers of oral and other focal sepsis and the possible harm 
that may result from dietetic errors and the thoughtless resort 
to drugs. 

“ Obstetricians and paediatricians have the special duty in 
the later stages of the curriculum of emphasizing the function 
of the medical practitioner in relation to preventive medicine 
in such matters as ante-natal work, the conservative conduct 
of labour, the management of the puerperium, and the care of 
the child during its early years of life. 

“ Finally, the Conference recommends a syllabus of lectures 
on the public health and State medicine, including forensic 
medicine. Whilst the lectures need not be given by one 
teacher, the Conference is of the opinion that there would be 
many advantages in placing the course under the control of 
one person, who should preferably be a member of the public 
health service selected for his known ability to teach. Certain 
of the lectures might possibly be given by an experienced 
national health insurance practitioner and others by someone 
such as a coroner skilled in medico-legal work.”’ 

An appendix to the Report gives the outline of a syllabus in 
public health and State medicine (including forensic medicine). 


Medical Psychology 

“This subject will have been introduced during the pre- 
clinical period. During the clinical years there should be given 
not less than six demonstrations at a mental hospital, in order 
to make the student familar with the general aspects of 
advanced insanity and with the administration of institutions 
devoted to the care of the insane and of the mentally defective. 

“Tt is highly important that the student should be made 
familiar with the psychological aspects of patients in the 
hospital, whether they are under treatment for organic disease 
or for functional nervous disorders, or are admitted merely 
for the purpose of observation and investigation. With this 
object a series of demonstrations should be held at least once 
a fortnight throughout the student’s period of in-patient 
clerking and in-patient dressing. It is recognized that there 
are many patients in every ward suitable for investigations 
and demonstrations of this kind, but that a considerable 
amount of time is required for their preliminary study before 
they can be used for the purposes of teaching. In some 
medical schools such demonstrations have long been in force 
with great success, and it is submitted that the physician or 
surgeon in charge of the ward may undertake them himself 
or may hand over that duty to a colleague who is attached 
to the hospital for the purpose of teaching medical psychology. 

“In this way the teacher of medical psychology is able to 
draw upon the material in the hospital as a whole for teaching 
purposes, and by selecting patients whose condition is not 
primarily one of mental disorder the psychological features of 
any sick man, woman, or child can be brought to the notice 
of the medical student in proper perspective. Much impor- 
tance is also attached to the recommendation that in the final 
qualifying examination adequate knowledge of the psycho- 
logical aspects of ill-health should be expected from the candi- 
dates, and should be thoroughly tested, not only in written 
papers, but in the clinical and oral parts of the examination.”’ 


Pathology 

“ This subject occupies a unique position in the clinical part 
of the curriculum inasmuch as it forms the essential back- 
ground to all branches of clinical practice and yet has 
developed into a science of its own, employing its own methods 
of experiment, a highly specialized technique, and exploring 
avenues of research where the results obtained may have no 
immediate clinical application. Pathology must be taught, 
therefore, with two objects in mind. First, to give the student 


such a grasp of its importance that he will come to think at 
the bedside instinctively in terms of pathology ; and, secondly, 


to give the student such an interest in the science of pathology 
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that he is alert to follow its progress and ready to avail him- 
self throughout his career of the advances in pathological 
theory and their application. To ensure the latter the student 
must attend set courses in pure pathology and spend sufficient 
time in laboratory work to learn something of its technique 
and experimental methods. To provide for the former it is 
essential that throughout the whole of his clinical course the 
student should renew his acquaintance with morbid processes 
in their gross and microscopical features which are associated 
with physical signs presented by the patients in the wards 
and out-patient department. 

“Whilst naturally leaving to the professors of pathology 
complete freedom to use such methods as seem to them the 
best for providing this twofold kind of tuition, the Conference 
is of opinion that the student will be helped to grasp the true 
importance of pathology and its bearing upon his practice if 
he be examined in the subject, not, as is now the case, in a 
separate examination which he can pass and leave behind him, 
but as part of a final clinical and pathological test. It is for 
these reasons the Conference recommends that pathology 
should be taught throughout the whole of the clinical period, 
and that pathology should be included in the final examination.” 


The Final Examination 

““ There is much to be said on theoretical grounds in favour 
of a final examination in pathology, medicine, surgery, and 
obstetrics, the whole of which must be passed by the student 
at one time. But the Conference realizes that experience has 
shown that few students are able to do themselves justice in 
so stern a test. The Conference is of the opinion that it is 
most desirable to preserve the unity of pathology, medicine, 
and surgery by combining these subjects in one examination, 
but recognizes that the subjects of obstetrics, gynaecology, 
and disorders of infancy may well be taken separately. 

““ Modern conditions of practice make the recently qualified 
practitioner a consultant in obstetrics, and for this reason the 
Conference is of opinion that there would be a real advantage 
if the test of a student’s knowledge in this subject were made 
the last step in the whole curriculum. To a certain extent, 
especially in regard to the relation of a newly qualified doctor to 
public bodies, the same may be said of the subjects of public 
health and State medicine, including forensic medicine. For this 
reason, and also to avoid overloading Part I, it is suggested that 
these subjects come under Part II of the final examination.’’ 

The Conference therefore recommends that the final exam- 
ination should consist of two parts: 

I. Medicine, surgery, and pathology. 

Il. Gynaecology, obstetrics, and paediatrics ; public health 

and State medicine, including forensic medicine. 

It is recommended that both parts of the examination may be 
taken at one and the same time, or, alternatively, that a 
candidate may enter for Part I prior to entering for Part I, 
but no candidate should be deemed to have passed Part II of 
the examination until he has satisfied the examiners in 
Part I. Thus a candidate who enters for both parts of the 
examination at the same time may be referred in Part II only. 

In the Conference's opinion the final examination should be 
conducted by a board of examiners representing the various 
subjects of the examination, with a chairman, who shall meet 
and co-operate in setting questions so that the papers are 
reasonably balanced and not too specialized in their require- 
ments. The pass list should be prepared at a meeting of the 
board at which all examiners are present. The examiners in 
Part I might include representatives of medicine, surgery, 
pathology, medical psychology, dermatology, ophthalmology, 
oto-rhino-laryngology, orthopaedic surgery (including manipu- 
lative surgery) ; and in Part If, obstetrics and gynaecology, 
pacdiatrics and disorders of infaney, public health and State 
medicine (including forensic medicine). Lastly, the Conference 
recommends that more time should be allowed for the clinical 
anil viva voce parts of the examination than is usually now 
the case. 

Post-Graduate Clinical Experience 

The Conference is of opinion that a medical student, after 
passing the final examination, should spend at least six months 
as a resident medical officer in an approved hospital before 
commencing private practice. It hopes that in the near 
future the number of such posts available to receutly qualified 
men and women may be sufficient to make a_ statutory 
obligation of this kind practicable. 
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BRITISH POST-GRADUATE MEDICAL 
SCHOOL 


OPENING BY THE KING 
The British Post-Graduate Medical School at Hammer- 
smith was opened by the King, who was accompanied by 
the Queen, with Sir Hilton Young as Minister in attend- 
ance, on Monday morning, May 13th. Their Majesties 
were received at the gates by the Mayor of Hammersmith, 
and at the main entrance to the school by Sir Austen 
Chamberlain, chairman of the Governing Body, and Lord 
Snell, chairman of the London County Council. They 
were greeted by the Earl of Athlone, Chancellor of London 
University, and Princess Alice, Countess of Athlone. Lord 
Dawson of Penn and Sir Holburt Waring, Bt., Presidents 
of the Royal Coileges, Professor Louis Filon, Vice- 
Chancellor of the University, and Mr. E. Culpin, vice- 
chairman of the London County Council, were presented, 
and after the Queen had received a bouquet from one of 
the nurses a procession was formed to the hall, where a 
company of some 400 had already assembled, many of 
them wearing academic dress. As soon as Their Majesties 
had taken their seats on a dais, Sir Austen Chamberlain 
requested the King to declare the school open. 
Sir Austen Chamberlain said: 


The Governing Body of the British Post-Graduate 
Medical School desire me to lay before Your Majesty and 
Her Majesty the Queen our humble duty and our thanks 
for the honour which Your Majesties counter on the school 
by your presence here to-day. 

Fourteen years ago a Committee on Post-Graduate 
Medical Education, presided over by the Earl of Athlone, 
now Chancellor of the University of London, reported that 
a school attached to a London hospital should be devoted 
solely to post-graduate education ; that it should be a 
school of the University ; and that it should receive sub- 
stantial financial assistance from the Treasury. After 
many vears of laborious inquiry and preparation, such a 
school has at last been created by the co-operation of 
Your Majesty's Government, the University of London, 
and the London County Council, which has allocated one 
of its great hospitals, specially enlarged and equipped tor 
the purpose, to the use of the school. 

The school thus founded has three great tasks: first, 
to enable medical men in general practice to bring their 
knowledge up to date, and to familiarize themselves with 
the latest developments in diagnosis treatment. ; 
secondly, to provide instruction for graduates desiring to 
pursue special studies in the higher branches of the profes- 
sion ; thirdly—and to this we attach the greatest impor- 
tance, for without it all our efforts would be in vain—to 
promote research and to advance medical knowledge. 

It is our ambition to make of this school a great 
imperial centre of British medical science, drawing students 
and teachers alike from all parts of Your Majesty’s 
Dominions, learning from all, teaching all, and helping by 
the education it affords and the research which it under- 
takes to lessen human suffering. We humbly pray that 
Your Majesty may be pleased to approve our effort, and 
to declare the school open. 


His Majesty's SPEECH 

The King, in declaring the school open, spoke as follows : 

It is with great pleasure that the Queen and I have 
come here to-day to open the British Post-Graduate 
Medical School. The provision within the University of 
London of a new centre for clinical teaching marks a 
notable advance in the continuous effort of the medical 
profession to increase its capacity for service to mankind. 

I am especially glad of this opportunity to show my 
gratitude for the skill and care which I and my family 
have received from members of their profession, and not 
least from the distinguished members of the governing 
body of this school. 
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You have reminded me that a foundation such as this 
was recommended by a committee presided over by Lord 
Athlone. The recommendation of the same committee 
resulted some years ago in the creation, with Senerous 
assistance from the Rockefeller Foundation, of the great 
London School of Hygiene and Tropical Medicine, Lord 
Athlone must be gratified, as Chancellor of the University 
to take part in the realization of the last stage of his far. 
reaching plans. While the two schools trace back to the 
same origin, there is a further point of union betweey 
them. The foundation stone of each was laid by the 
Chancellor of the Exchequer, who, as Minister of Health 
had so large a share in their evolution ; and you, Sir 
Austen, following a distinguished family tradition, are 
chairman of each board of management. 

It is my earnest hope that this school, with its happy 
union of ward and laboratory, university and local autho. 
rity, drawing students and teachers alike from all parts of 
our Empire—and I trust from regions even more widely 
spread—may prosper under God’s blessing. May it play 
an imperial role in the winning and dissemination of 
medical knowledge and in the relief of suffering amongst 
my people in this country and over-seas, and in enabling 
the doctors of all lands to come together in a task where 
all must be allies and helpers. 

I now have much pleasure in declaring open the British 
Post-Graduate Medical School. 


The following presentations were then made to Their 
Majesties by Sir Austen Chamberlain : 

Sir Robert Bolam, Sir John Caulcutt, Lieut.-Colonel Hugh 
Dutton, Mr. Herbert Eason, Dr. T. Watts Eden, Professor 
George Gask, Lord Horder, Dr. Florence Barrie Lambert, Dr, 
Louisa Martindale, Sir Frederick N. Kay.Menzies, Sir George 
Newman, Mr. Herbert Paterson, Mr. Louis Silkin, and Dr, 
Cecil Wall, all members of the Governing Body. 

Mr. Sidney Loney and Sir Ernest Graham-Little, respec 
tively Chairman of Convocation and Member of Parliament, 
University of London ; Major Witham Grantham and Mr, 
George Gater, deputy chairman and clerk, London County 
Council ; Mr. Somerville Hastings, chairman, Hospital and 
Medical Services Committee of the Council ; and Colond 
Altred Proctor, Dean of the School. 


INSPECTION OF THE BUILDING 


The procession from the hall was then re-formed, and 
Their Majesties proceeded to an inspection of the building, 
the architect, Mr. Edwin Bax, and_ several of those 
engaged in the construction, including the foreman brick 
layer and a labourer, being presented. The large clinical 
lecture theatre was visited, and then the library and 
museum, where Professor E. H. Kettle, director of the 
department of pathology, was presented, together with 
Dr. John Gray, Dr. Arnold Miles, and Dr. Earl King, 
readers respectively in morbid histology, bacteriology, and 
pathological chemistry. Their Majesties visited a number 
of the laboratories designed for the teaching of clinical 
pathology and for research work. They next went to the 
radiological department, where Dr. Duncan White, radio- 
logist, and Dr. Leslie Clark, physicist, were presented, 
Here they saw the separate radiographic rooms for dental, 
chest, gastro-intestinal, and other work, and the x-Tay 
therapeutic suite, where two of the rooms are equipped 
for work at 200 kV, and one tor work at 400 kV. 

Proceeding along the hospital corridor, lined with L.C.C 
nurses, the party came to the new hospital block, named 
the D block. At the entrance Professor Francis Fraset, 
director of the department of medicine, and Dr. Robert 
Aitken, reader, were presented, also Mr. Dan Frankel, 
vice-chairman of the Hospital and Medical Services Com- 
mittee, Dr. Charles Brook, chairman of the Hammersmith 
Hospital Committee, Sir Thomas Carey Evans, medical 
superintendent of the hospital, Miss Northover, matron of 
the hospital, and Miss Dorothy Bannon, principal matron, 
L.C.C. nursing services. They first went to the top floor, 
where Professor Grey Turner, director of the department of 
surgery, and Mr. Lambert Rogers, reader, were presented, 
and here they were shown the new operating suite com 
sisting of two operating theatres, with a large anaesthetic 
room attached to each, and a single sterilizing room, 
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uipped with a_ battery of sterilizers of the latest 
chromium-plated type. Returning to the first floor, they 
were shown round the obstetrics and gynaecology wards 
and the babies’ nursery, and Professor James Young, 
director of the department, and Dr. John Moir, reader, 
were presented. It was explained that within a short 
time the extension of the new block of the hospital will 
provide two new floors for the obstetrical and gynaeco- 

Jogical unit. At present the labour suites occupy the 
frst and second floors of the new block. The second 
floor contains the main labour suite of the hospital, and is 
devoted exclusively to the delivery of those patients who 
have been under the care of the unit during their preg- 
nancy and are admitted directly to the hospital at the 
onset of labour. A small room for premature babies, in 
which a raised and uniform temperature is maintained 
by means of a thermostat, was also inspected. 

‘Finally, after a visit to the main surgical ward, which 
consists of twenty-four beds, with partitions making three 
subdivisions of eight beds each, the royal party were 
conducted to the hospital entrance, where they signed the 
visitors’ book before taking their departure. 


In addition to those named in this account, the assembly 
which awaited Their Majesties in the main hall included 
a large number of distinguished persons. The Right Hon. 
J. B. M. Hertzog, Prime Minister of the Union of South 
Africa, was present. The British Medical Association was 
represented by Dr. S. Watson Smith (President), Dr. 
E. Kaye Le Fleming (Chairman of Council), Mr. H. S. 
Souttar (Chairman of Representative Body), Sir Henry 
Brackenbury, and several members of Council, with Dr. 
G. C. Anderson (Medical Secretary). A conspicuous figure 
in her robes as Doctor of Laws of the University of Wales 
was Dame Margaret Lloyd George. Among others present 
were Sir Norman Walker (President, General Medical 
Council), Dr. J. S. Fairbairn (President, British College 
of Obstetricians and Gynaecologists), Sir Humphry 
Rolleston, Bt., Mr. Geoffrey Shakespeare, M.P. (Parlia- 
mentary Secretary, Ministry of Health), Sir Francis 
Fremantle, M.P., Dr. W. J. O’Donovan, M.P., Lady 
Barrett, Sir W. Dalrymple-Champneys, Professor J. 
Woodburn Morison, Sir William Willcox, Sir StClair 
Thomson, and Sir Arthur Robinson (Secretary, Ministry 
of Health). 


England and Wales 


British Assoc‘ation: Annual Meeting 


The annual meeting of the British Association for the 
Advancement of Science will be held at Norwich on 
September 4th to 11th inclusive, under the presidency 
of Professor W. W. Watts. The last meeting held in 
that city was in 1868, Dr. J. D. Hooker being in the 
chair. On this occasion Professor Watts will deliver his 
presidential address at the inaugural general meeting at 
8.30 p.m. on Wednesday, September 4th, his subject 
being ‘‘ Form, Drift, and Rhythm of the Continents.’’ 
There will be two evening discourses, the first on Septem- 
ber 6th by Dr. S. J. Davies, who will deal with Diesel 
engines in relation to coastwise shipping, the second on 
September 10th by Dr. C. S. Myers, on the help of 
psychology in the choice of a career. A geological excur- 
sion of four days’ duration is being arranged before the 
meeting. The Sections this year will be: mathematical and 
physical sciences, chemistry, geology, zoology, geography, 
economics, engineering, anthropology, physiology, psycho- 
logy, botany, education, and agriculture. The presidential 
address in the Section of Zoology will be delivered by 
Professor F. Balfour Browne on ‘* The Species Problem,”’ 
while papers and discussions will include the problem 
of the herring, the life-history of the gannet, and animal 
migration. Professor P. T. Herring will deliver the 
presidential address in the Section of Physiology on the 
pituitary gland and the diencephalon. There will be dis- 
cussions on hearing and aids to hearing (jointly with the 
Psychology Section), the pituitary gland, and (jointly 
with the Section of Economics) economic aspects of diet. 
The presidential address in the Section of Psychology, 
on personality and age, will be given by Dr. Ll. Wynn 
Jones, papers and discussions including the following 
subjects: the place of psychology in the training of 
teachers (jointly with the Education Section), the appli- 
cation of science to traffic problems (jointly with the 
Engineering Section), child psychology, methods of study- 
ing personality, character formation, memory, reliability 
of test results, psychology of proof, and a comparison of 
tests of colour-blindness. The Botany Section will have 
in the chair Mr. F. T. Brooks, whose address bears the 
title of ‘‘ Some Aspects of Plant Pathology ’’ ; salt-marsh 
vegetation, recent aspects of plant virus disease investiga- 
tions, and the ascent of water in the tree are amongst 
other subjects for discussion. Dr. A. W.. Pickard- 
Cambridge will address the Education Section on educa- 
tion and freedom, papers and discussions to include 
Physical education, and discipline. The reception room 
and offices for the meeting at Norwich will be at St. 
Andrew’s Hall. Excursions and visits are being arranged 
for September 7th to such places as Wroxham, Thetford, 
Swaffham, Castle Acre, Aylsham, and King’s Lynn. A 


number of works and factories in and around Norwich are 
also to be visited. Those wishing to attend the meeting 
should communicate with the Secretary, British Asso- 
ciation, Burlington House, London, W.1. The meeting 
in 1936 will be held at Blackpool ; in 1937 it will be at 
Nottingham, and in 1938 at Cambridge. 


Royal Berkshire Hospital 


The work of two new departments for deep x-ray 
therapy and orthoptic treatment respectively at the 
Royal Berkshire Hospital is described in the third volume 
of the reports of this institution. Dr. Paul Cave empha- 
sizes the importance of research work to discover means 
of sensitizing malignant cells to * rays, thus overcoming 
the difficulty constituted by the narrow margin of sensi- 
tivity between normal and malignant cells. At the Royal 
Berkshire Hospital the intensive split-dose technique is 
used only in those cases offering a fair chance of a 
satisfactory result. The majority of cases, in which there 
are already widespread metastases, are treated by a modi- 
fied split-dose method, two sessions being given each week. 
With the present technique, using 0.5 mm. copper and 
1 mm. aluminium filtration, it was found that the maxi- 
mum dose that the skin would stand was 4,000 7 ; this 
dose caused superficial ulceration, which healed in about 
three weeks. The aim in the department is to give 7,000 r 
to the tumour, divided through several ports of entry. 
Dr. G. T. Willoughby Cashell describes the various 
appliances used tor testing and training vision—namely, 
the synoptophore, the cheiroscope, the myoscope, and the 
amblyoscope. He states that in many cases both opera- 
tion and orthoptic training are necessary, and that the 
latter is also helpful to the adult suffering from eye strain 
and heterophoria. The remainder of the volume is 
devoted to clinical reports which are likely to be of wide 
general interest. 


Leeds Maternity Hospital 


The medical report for 1933 of the Leeds Maternity 
Hospital shows that 1,807 of the 2,073 women delivered 
were given chloroform or ether in the third stage of labour, 
while in 689 cases some attempt was made to obtain 
complete amnesia during the first and second stages. 
Nembutal and chloral proved to be the most successful 
combination of drugs used to induce twilight sleep ; they 
were administered by the sisters in charge of the labour 
wards following instructions from the house-surgeons, and 
no catastrophe occurred which could be attributed to the 
use of the anaesthetic or analgesic. Of the twenty-four 
maternal deaths, seven were due to puerperal sepsis, five 
to pulmonary complications, and two to eclampsia ; in 
eight instances the patient was admitted to the hospital 
after delivery. One of these eight deaths proved to have 
been due to uterine gangrene, with septicaemia and 
streptococcal peritonitis. The history suggested pyelitis, 
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and on the fourth day of the puerperium an exploratory 
operation was performed, but no peritonitis was then 
found, and the wound was closed and healed. There 
were no further symptoms referable to the abdomen, and 
yet at the necropsy a profuse peritonitis was discovered, 
raising the question of what the subsequent history might 
have been if a drainage tube had been inserted into the 
abdominal cavity. The total morbidity rate was 5.8 per 
cent., 3.9 per cent. for sixty-eight booked cases and 15.8 
per cent. for fifty-nine emergency cases. There were 
twenty-six ‘‘ failed forceps ’’ cases, an increase of thirteen 
on the figure for 1932. By far the greatest cause of failure 
was the application of forceps before the cervix was fully 
dilated ; in some instances the cervix was barely more 
than taken up. The second most common error was the 
application cf the forceps to the foetal head lying in an 
unreduced occipito-posterior position ; and the third was 
the presence of some unrecognized obstetrical complication 
such as a contracted pelvis. It is remarked in the report 
that the enormity of the error is emphasized by the fact 
that in twelve of the twenty-six cases there had been 
previous normal deliveries, and that without undue hurry 
to complete delivery there would have been normal births 
again in several of these patients. Caesarean section was 
performed on seventy-nine women with no maternal death ; 
two children died after delivery and one was stillborn. 
In twenty-five lower segment Caesarean sections there was 
no maternal or infant death, and only three patients had 
subsequently a notifiable temperature. 


Scotland 


Crown Appointments 


Dr. John Ritchie has been appointed a member of the 
General Medical Council, as Crown Nominee for Scotland, 
for five years from May 4th, 1935. Dr. A. G. W. Thomson 
has been appointed a Commissioner of the General Board 
of Control for Scotland, in the room of the late Dr. 
J. P. Sturrock. 


Orthopaedic Clinic for Lanarkshire 


An important step forward in the treatment of industrial 
accidents was taken on May 9th, when the first ortho- 
paedic clinic in Lanarkshire was inaugurated at the 
Motherwell County Hospital. The clinic is under the 
auspices of the Lanarkshire Orthopaedic Association. It 
is estimated that over 7,000 miners alone are injured 
annually in Lanarkshire. In many cases the period of 
incapacity is prolonged because of the lack of light work 
and facilities for suitable exercise, thus increasing the 
amount of compensation, which is a charge upon the 
industry, and which is deducted from proceeds before the 
Wages Fund is determined. Orthopaedic treatment, it is 
believed, would hasten recovery in many cases of injury, 
and the need for the establishment of such a service is 
borne out by the congestion in the out-patient depart- 
ments of the Glasgow infirmaries. Dr. George M‘Feat, 
president of Lanarkshire Orthopaedic Association, who 
took the chair on May 9th, read a letter of congratulation 
and good wishes from Dr. J. Hogarth Pringle, who was 
prevented from being present to officiate at the opening 
ceremony. Dr. M‘Feat traced the steps which led to the 
formation of the association and ultimately to the estab- 
lishment of this clinic. The association, he said, was 
formed of representatives of miners, owners, and medical 


practitioners. The scheme, he hoped, was only the 
embryo which would develop into something larger. 


Dr. T. Ferguson, acting chief medical officer of the 
Department of Health, Edinburgh, who declared the clinic 
officially open, spoke of the great need for rehabilitation 
of injured workmen and congratulated Lanarkshire on 
being the pioneer in this matter. Mr. Alexander Miller, 
surgeon in charge of the clinic, explained that the patients 
treated would not be ‘‘ acute cases,’’ but would be men 
in the convalescent stage. The patient would be urged to 


exercise the damaged limb and to do things for himself. 
It is expected that further centres will be opened at 
Coatbridge and Shotts in the near future. 


Royal Victoria Hospital Tuberculosis Trust 


The twentieth annual report of the committee of mana 
ment of the Royal Victoria Hospital Tuberculosis ret 
which covers the twelve months ended June 30th, 1934, 
emphasizes the importance of realizing the ultimate results 
of treatment of tuberculous children. During the year the 
committee successfully appealed for £5,000 for research 
work, and the Trust has also been nominated as the 
custodian of £2,000 bequeathed by Mr. George Cheetham 
for the purpose of discovering a cure for tuberculosis of 
providing treatment for patients suffering from this disease 
Investigations now in progress include: the channels of 
infection in children, and the subsequent course of disease : 
allergy and immunity ; tuberculin therapy ; digestive dis. 
turbances in tuberculosis ; and seasonal variations in this 
infection. The use of artificial pneumothorax and phreni- - 
cectomy is commended, but it is stated that the number 
of those for whom treatment is desirable is, in the experi- 
ence of those working at the sanatorium colony at South. 
field, less than that which the statistics of many other 
sanatoria show. The opinion is also expressed that jn 
pulmonary and other forms of tuberculosis, given patience 
and experience, excellent arrest is attainable without more 
direct intervention. The routine employment of such 
surgical procedures is deprecated. The propaganda work 
of the Trust continued energetically during the year under 
review. The Christmas seal sale has now become a 
national movement, providing funds for anti-tuberculosis 
work throughout the country and also on the Continent, 
All money raised in Scotland by the seals, which are sold 
for one halfpenny each, is used by the Trust for the 
maintenance and development of its various activities ; 
£196 was received from this source in the year under 
review. 


Reports of Societies 


CONSERVATIVE SURGERY OF CARCINOMA 
OF ‘THE RECTUM 
At a meeting of the Subsection of Proctology of the Royal 
Society of Medicine on May 8th, with Mr. W. E. Mires 
in the chair, the subject of discussion was the conservative 
surgery of carcinoma of the rectum. 

Professor G, Grey TURNER said that he had_ never 
advocated conservative surgery to the exclusion of other 
methods of treatment. Colotomy, in a great many cases, 
was a most satisfactory operation, and patients were often 
very comfortable afterwards, though never acquiring a 
real control. It was well over thirty years ago since he 
operated on his first case of malignant disease of the 
rectum, and the patient was still alive, with no suspicion 
of recurrence. He first saw the conservative operation, 
a cuff resection, performed by his colleague the late 
H. B. Angus of Newcastle. That was not successful, 
but he got the idea that a technique rather less limited 
than that but less extensive than the radical operation 
might give satisfactory results. His own conservative 
operation was also strictly a cuff resection ; he practised 
it for the small early type of growth, excising a portion 
of the rectum and making an anastomosis. — His plan, 
however, was not merely to take away the rectum, but 
everything inside the levator ani, including all the peri 
rectal t’ssue. He gave particulars of nineteen operations 
for conservative resection of the rectum by the lower 
route ; one patient died following operation, three cases 
were not malignant, and in one the operation was too 
recent to permit of conclusions. Of the remain-ng 
fourteen, six died of recurrence within three years ; three 
died without recurrence after more than eight years im 
two of the cases and nearly three years in the other, 
and five were alive and well after fifteen and a half, 
thirteen, nine, eight and a half, and eight years respec 
tively. The patient who had lived for fifteen and a half 
years came to him four years ago believing that he had 
a recurrence. On local examination no sign of recurrence 
was found, but symptoms pointed to a growth in the 
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colon, which was excised, and the patient was still alive 
and well. His experience was that when peopre under 
30 years of age got carcinoma of the rectum it was likely 
to prove very resistant, but there were exceptions, and 

e patient who was alive after nine years was a man 

ed 26 at the time of operation. The immediate con- 
valescence of these patients rarely gave rise to no anxiety. 

He proceeded to analyse the post-operative conditions in 
ten of the cases. In nine the sensation in the rectum 
was normal, the bowels moved not more than once or 
twice a day, and there was retention of flatus as before, 
while in eight the condition in diarrhoea was the same 
as before operation. Out of seventeen cases the sphincter 
was perfect in nine, adequate in seven, and incompetent 
jn one, this last being a case in which the operation was 
done for prolapsing sarcoma. Professor Turner then 
illustrated the successive steps of the operation, one result 
of which, he mentioned, was to make the rectum true 
to its name, a straight part, for in order to bridge the 
gap between the ends by the shorter route it was no 
longer curved in correspondence with the sacrum and 
coccyx. He hesitated to cut through the bone, preferring 
to disarticulate the coccyx ; sometimes he thought they 
embarrassed themselves unnecessarily in their des're to 
save as much bone as possible. When the growth was 
so low in the rectum that it was deemed essential to take 
away the mucous membrane of the anal canal, the incision 
must be carried boldly through, and the mucous membrane 
stripped w-th the rest of the rectum right down to the 
anus. The rectum as brought down was much more 
bulky than the rectum as ordinarily in the anal canal, 
and no one had any right to suppose that the brought- 
down membrane would be as sensitive as the normal 
membrane of the anus. With regard to faecal fistula, in 
an analysis of seventeen cases, this was entirely absent 
in three, and though present in the others in some degree, 
in practically all it was transient, ten healing within three 
months or less. He bclieved some forms of. stricture 
were amenable to this cuff resection operation. |The 
speaker discussed other types of conservative operation, 
including his modification of what was known as Balfour’s 
operation, also the ‘‘ pull-through ’’ method, in which 
the surgeon started from above, pulling the growth to- 
gether with the bowel through the dilated anus from 
below. 

Mr. H. H. Rayner of Manchester said that small early 
growths were plainly suitable for conservative surgery. 
He devoted his remarks to the conservative operation for 
a high carcinoma of the rectum—that is, in the upper 
third—but easily accessible to digital examination, the 
operation being conservative only in the sense that the 
sphincteric mechanism of the anal canal was preserved 
for the restoration of a functioning anus. The upper 
portion of the rectum was one of the commonest sites 
in the viscus for the development of a carcinoma. In 
carcinoma just below the pelvirectal junction it was 
recognized as permissible to leave the anus intact, and 
an anterior resection of the rectum was surely an extrava- 
gant operation, in that it left the patient with an intact 
but functionless anal canal. Was there any good reason 
for bel‘eving that risk of recurrence was greater when 
the anal musculature was preserved and the growth was 
only an inch or two inches below this area? He referred 
to Schede’s, or the abdomino-anal, operation, which had 
two stages, both necessarily performed at thesame sitting. 
The first stage proceeded as in the abdomino-perineal 
operation, with the exception that the pelvic colon was 
not divided, but a suitable point on it was selected for 
later implantation at the anal orifice. In selecting it 
care must be taken to see that the colon above was 
suficiently long and mobile to allow the point to be 
brought down to the anus without tension, also that 
the blood supply of the colon at that point was assured. 
He then recounted the details of the operation, in which 
the rectum and lower colon were pushed down to the 
floor of the pelvis, and the peritoneal floor reconstructed 
save for a gap in its centre, which remained for the passage 
of the lower pelvic colon on its way to the new anus. 


Afterwards the anal canal was dissected out as a cylinder, 


as in Whitehead’s operation, to a height of about 1} to 


2 inches. Great care was necessary to prevent “‘ button- 


holing ’’ of the mucous membrane. The anal cylinder 
was drawn forwards. At the point in the pelvic colon 
which had been selected for the anal orifice the colon was 
divided by cautery, a counter-opening was made on one 
side of the coccyx, and the cauterized upper end of the 
colon, still grasped by its clamp, brought down to the anal 
site and fixed in position by a series of mattress sutures. 
He had performed this operation for intrinsic carcinoma of 
the rectum in four cases, and in two for carcinoma of the 
lower end of the pelvic colon. One patient out of the 
six died as a result of the operation. The other three 
rectal patients made good recoveries. One died twenty 
months later of progressive bulbar paralysis, and an 
examination three months before his death revealed no 
local recurrence or ind‘cation of metastasis ; he had some 
control, though not normal control, of the bowel. Of 
the other two patients, both living, one was operated on 
nearly three years ago, and was now in very good health, 
with perfectly normal control. 

Mr. W. P. Gagrtet said that the whole problem seemed 
to consist in the selection of cases. It would be generally 
agreed that the only cases suitable for conservative 
resection, as Professor Grey Turner did it, were those 
of the A group according to Dukes’s classification—that 
is, cases in which the cancer had not yet penetrated the 
rectal wall. He showed a table compiled from the surgical 
reports of St. Mark’s Hospital for the last three years. 
Out of 142 excision cases treated by all types of radical 
operation only sixteen, or 11 per cent., were A cases, 
and if the operability rate were taken as about 50 per 
cent., this meant that only 5 or 6 per cent. of cancer 
cases as seen by the surgeon fell within the A group in 
which conservative resection could be contemplated. His 
personal feeling was that conservative resection should 
only be done when a colostomy was resolutely refused, 
or when some special reason such as mental condition or 
economic position interposed. He was opposed to con- 
servative resection for various reasons. One was the 
frequent occurrence of double cancers or associated polypi. 
He showed a specimen which he had removed the previous 
week in a man aged 75 with early rectal growth, for 
which he had done an abdomino-perineal excision. On 
the second post-operative day a polyp prolapsed from 
this patient’s colostomy. This would have been missed 
by the conservative method ; with the other it was readily 
dealt with. A second reason had to do with the technical 
difficulties of conservative resection. It was a difficult 
matter to mobilize the entire rectum, especially the 
anterior wall, and to bring it down to make a good 
anastomosis. There was a risk of local recurrence if the 
growth was soft and difficult to palpate, such as might 
be the case with an extensive villous tumour. If the 
growth was high up or low down it might be difficult 
to get a good margin above and below it. Another 
objection was the difficulty of assessing the depth of 
actual spread—for example, whether the growth was 
limited to the rectum or had spread just outs‘de. 

Sir CHARLES GORDON-Wartson said that a few years 
ago, when Dukes first published his classification, and 
showed that if the carcinoma did not penetrate the muscle 
wall, glandular invasion did not occur, he had thought 
that if only an A case could be obtained conservative 
surgery ought to be done, and he carried it out in two 
cases, but in both there were recurrences in the rectum. 
The conservative operation required except‘onal skill, 
such as Professor Grey Turner possessed, to get a good 
result, and in his view the operation was seldom justified. 
As to the operation described by Mr. Rayner, he was 
of opinion that by the time he got to his twentieth case 
he would abandon the procedure. It was only a matter 
of time with such a method for sloughing of the lower 
part of the bowel to occur. 

Mr. J. P. LocKHART-MUMMERY remarked on the tendency 
of proctology to go round in cycles. The operation 
described by Professor Grey Turner was one they were 
all doing twenty-five years ago. It was true that since 
then there had been an improvement, not only in tech- 
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nique but in asepsis of the region and in anaesthetics 
and preparation of the patient, so that the results should 
be better than they were twenty-five years ago. He had 
not carried out this operation in recent years, because 
he did not feel justified in running the risk of recurrence, 
which approached 40 per cent., whereas with a similar 
early case treated by the abdomino-perineal excision the 
risk was almost negligible. Nevertheless, he thought 
there was a definite field for this type of operation, and 
that it ought to be rev:ewed to see whether improvement 
was possible. As to the abdomino-anal operation, there 
yas a full description of it in his first book, Diseases of 
the Rectum, but he had omitted it from the later work 
because he thought it a bad operation. The after-results 
were not so very unfortunate, for two of the patients 
he had operated on by this method were living fifteen 
years afterwards, but he decided to give it up because 
of the constant sloughing. Things would go right for 
a few days, and then the whole of the rectum would 
go gangrenous. 

Mr. L. E. C. Norsury said that he cou!d only speak 
personally of two cases of conservative excisions of the 
rectum. One was that of a girl of 18 who was treated by 
cuff resection. He thought the case was going to do well, 
but it did not. The patient got a stricture, and colostomy 
had to be done, with eventual perineal excision of the 
rectum. The patient was all right ultimately, but a great 
deal of trouble might have been saved if another method 
had been adopted at the start. In the second case— 
obviously an A case clinically—the method was adopted 
because the patient would not have a colostomy. This 
was a recent case ; the patient had a faecal fistula for 
a time, but this had now healed, and she would shortly 
be d’scharged from hospital. It was most difficult to 
decide in what cases it was right to follow this procedure. 
The only cue was when the patient refused to have 
anything else done. 

Dr. CurHBERT DvukKEs said that there appeared to be 
two schools of thought: there were those who believed 
in removing more and more, and those who believed in 
removing less and less, and each of them turned to the 
pathologist for confirmation. There were two generaliza- 
tions, each of which might be useful to one of the opposing 
parties. The first was of use to those who were seeking 
a method of local resection: carcinoma of the rectum 
remained a local disease until such time as it was spread 
by direct continuity into the perirectal tissues. The 
second could be used as an argument on the other side 
—namely, when a surgeon tried to estimate how far a 
growth had spread by direct continuity he nearly always 
made the mistake of under-estimating—that is to say, 
the growth had nearly always gone by direct continuity 
beyond the limits which the surgeon decided on_ his 
proctoscopic examination. That did not apply to lym- 
phatic spread—surgeons generally thought that lymphatic 
spread had gone further than was really the case—but 
as regards local extent it generally proved, on micro- 
scopical examination, that the growth had gone further. 

Mr. TurNER Warwick said that he had done a small 
local resection in a few cases which had been quite 
satisfactory. He criticized adversely the abdomino-anal 
operation. If this operation must be done the abdominal 
part must be done first and the blood supply examined, 
proceeding as in the abdomino-perineal. If by the time 
the anus was reached the bowel was good it seemed 
justifiable to go on with the abdomino-anal, but if not, 
the anal part of it should be abandoned, and the operation 
turned into an abdomino-perineal one. 

Professor GREY TURNER, in replying, freely admitted 
that it was only in a very small proportion of cases that 
this conservative surgery was ever just fiable. He thought 
it might only apply to 3 per cent. of the cases seen at 
the present time. With the greater attention now paid 
to diseases of the rectum, however, he had expected that 
a much larger number of earlier cases would be discovered 
in which the surgeon might feel that there was a possibility 
of doing something less than the mutilating operation ; 
but he was told that even now they were not getting 
enough early cases. 


RGERY OF RECTAL CANCER 
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At a meeting of the Zoological Society of London co 
May 7th Colonel A. E. HAMERTON gave a report on the 
deaths of animals in the Gardens in 1934, and discussed 
in particular tuberculosis and its distribution amony 
menagerie animals. 8 
The average number of mammals in the Gardens durin 
that year was 742, and the deaths numbered 222, or 995 
per cent. The number of birds was 1,532, and of deaths 
613, or 40.7 per cent. The total death rate among the 
mammals was sl'ghtiy higher than the year before, and 
the mortality among birds was unusually high Owing to 
the acceptance by the society of large collections of small 
birds for which a home was required and _ to losses in 
consignments of delicate South Afrcan and South 
American birds which arrived in poor condition. About 
one-third of the mammals that died in 1934 had been 
less than six months in the Gardens, whereas the mortatit 
among the acclimatized animals was under one-fifth of 
the total. With regard to reptiles and amph_bia, the 
average strength was 3,821, and the total deaths recorded 
in 1934 numbered 878, or 23 per cent., but about three. 
quarters of these deaths were not investigated, owing to 
the destruction or decomposition of the body. The year 
1934, despite its fine summer and mild winter, was not 
a very healthy one for animals. The maximum death 
rate for birds was in late February and early March, 
and the minimum was during October, when the nesting 
season was over and things were quieting down for 
the winter. In mammals the lowest death rate was 
recorded in June and July, and there was a rise with 
the onset of the foggy, cold season. There had been 
adverse comments in the Press on the conditions of the 
parrot house, but in fact during the last seven years 
this was the healthiest of the aviaries, and the mortality 
was less than half of that in the old parrot house, a 
very unsatisfactory building. An outbreak of infectious 
enteritis or cat distemper occurred in three felines in 
adjoining cages in the small-cat house. All three animals 
were mature and acclimatized ; two survived, and the 
other succumbed. The cause of death in 159 cases, or 
14.8 per cent. of the total deaths of all animals investi- 
gated, was diseases of the respiratory system ; in 166, 
or 15.7 per cent., diseases of the digestive system } and 
in 175, or 16.6 per cent., injuries and accidents. Among 
respiratory conditions the most important single cause 
was bronchitis and bronchopneumonia, which accounted 
for the deaths of twenty-three mammals and _ fourteen 
birds. In speaking of fatalities due to digestive conditions, 
Colonel Hamerton mentioned the case of a gibbon with 
an acute, inflamed, and partly gangrenous appendix, in 
which were found impacted two jagged pieces of flint. 


TUBERCULOSIS AMONG MENAGERIE ANIMALS 


Colonel Hamerton went on to say that tuberculosis 
during the year under review had remained at a very 
low level. It had caused the deaths of only seven 
mammals, thirteen birds, and five reptiles. The distribu- 
tion of tuberculosis among the animals during the last 
seven years showed the highest incidence in the Bovidae 
(oxen, antelope) and the next highest in the Cervidae 
(deer). There had been no case among the anthropoid 
apes since 1930. Tapirs were peculiarly subject, all the 
tapirs which died dying of this disease. |The tubercu- 


losis rate was also high in the bears. Two llamas 
died of tuberculosis in 1931. In the horse family tuber- 
culosis was rare. Donkeys and mules were _ highly 


resistant, and did not seem to acquire the disease natut- 
ally. He could find no case of tuberculosis in a horse, 
ass, or zebra in the society’s menager’e during seven 


years. The camel, although as a domestic animal it must 
have many opportunities of acquiring the infection, 
never scemed to suffer from tuberculos's. Tuberculosis 


was widely spread in the carnivora, except the sea 
lion, seal, and walrus. Among birds in freedom the 
disease appeared very rarely. Sherrington reported a 
case many years ago of tuberculosis found in a lapwing, 


a bird rarely kept in captivity, and another case was 
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reported by Dr. Tom Hare in a blackbird caught by a 
cat in a London garden, but this might have escaped 
from captivity. Colonel Hamerton had examined a number 
of so-called wild pheasants picked up dead on shooting 
estates and found to be tuberculous, but in every case 
these were hand-reared birds, and had probably acquired 
the infection from their foster-mothers—domestic hens. 
The importance of quarantine for new arrivals at the 
Gardens was shown by the instance of two capuchin 
monkeys presented to the society in 1933. One of them 
was in bad health and died in quarantine in April, 1934. 
The other two appeared quite healthy, but as they had 
been in contact with the first their quarantine period 
was prolonged, and one of them died from tuberculosis 
in June, 1934, and the last of the trio from a generalized 
infection in November, eight months after it was last 


— 


in contact with the first animal. Tests were now being 
carried out on new tuberculin, in the hope that by detect- 
ing reactors it might be possible to eliminate tuberculosis 
completely from the primates, and so save space in the 
quarantine station. So far as he was aware tuberculosis 
never healed in monkeys or assumed the regressive form 
seen in carnivora and ungulata. The cases of avian 
tuberculosis during 1934 related to four pheasants, two 
rails, two turacos, two parrots, a hornbill, a cormorant, 
a humming-bird, and a duck. He knew of no bird which 
was not liable to infection of the avian type when kept 
in captivity. In the London Zoo tuberculosis had been 
found in all sorts of birds, from the ostrich to the humming- 
bird. One of the birds least susceptible was the flamingo, 
the only case of a tuberculous flamingo being recorded 
in 1928. 


CORRESPONDENCE 


Gastrectomy 


Sir,—Correspondence upon the subjects raised by Mr. 
Ogilvie should not be allowed to end in the extremely 
unsatisfactory stage now reached. The conclusion, in 
grave danger of being accepted, that gastrectomy in cases 
of duodenal ulcer is to be preferred to gastro-jejunostomy, 
is so contrary to my own view, -so foreign to my practice, 
and so menacing to the welfare of surgical patients in the 
future that it must confidently be refuted. 

Let me admit that the results from operative treatment 
of gastric and duodenal ulcer have not always been as 
satisfactory as they ought to be, and could so easily be 
made to be, either in this country or abroad. The faults 
have lain in improper selection of cases, inadequate pre- 
paration of the patient, technique short of the best, and 
lack of supervision after recovery from the operation. It 
has been one of my chief objectives to ensure that, just 
as Lister made surgery safe for the patient, we must seek 
to make the patient safe for surgery. To operate in haste 
is often to repent in leisure. The pressure upon hospital 
beds is often made the excuse for hasty surgical inter- 
vention. I was never affected by any such argument. 
Our business is to make as certain as is humanly possible 
that the patient shall survive any operation we perform, 
and that recovery shall be as speedy and as painless as 
we can secure. 

If we are urged to hurry we must disregard improper 
counsel. In choosing our cases we must recognize the 
paramount claims of medical treatment in all cases in their 
earlier stages. Dr. Hurst speaks of ‘‘ really strict treat- 
ment of sufficient duration followed by life-long adherence 
to the post-ulcer regime.’’ My difficulty has so often 
been that this very proper ideal is so rarely capable of 
attainment ; such treatment in hospital is impossible, in 
a nursing home is expensive, and in a private house is 
extremely inconvenient, and prone to lapse from a reason- 
able standard. This ideal, like most others, is not so 
much for capture as for pursuit. The fact that it is so 
rarely captured accounts, of course, for the far too fre- 
quent necessity for surgical measures. Surgeons do not 
lag behind physicians in their desire to cure ’’ their 
patients, but they do realize that the physicians’ plan !s 
far more trying to patients, that patients wearied beyond 
endurance not seldom rebel, and that, as I pointed out 
Many years ago, the mortality from medical treatment is 
far greater than that from surgical methods. 

If surgical treatment for gastric ulcer is unhappily re- 
quired gastrectomy wherever possible should be adopted ; 
the mortality should not be higher than 2 to 3 per cent., 
and the after-results are excellent. If operation is found 


necessary for duodenal ulcer this extensive operation 
should, in my deliberate judgement, rarely or never he 
practised. One or other form of short-circuiting operation, 
gastro-duodenostomy (of which we hear far too little and 
which has received no discussion here) or gastro-entero- 
stomy should have preference. The results are not inferior 
in any slightest detail to those of gastrectomy. What are 
the alleged or real disadvantages of gastro-enterostomy? 
In respect of mortality it compares favourably with 
gastrectomy. Dr. Hurst says: ‘‘In my experience the 
operation of gastrectomy has a mortality no larger than 
that of gastro-enterostomy.’’ I do not know of any 
surgeon in the world, of great experience, who would 
agree. 

The most considerable disadvantage of gastro-entero- 
stomy, in fact its only blemish, when properly performed 
in a suitable case, is the development of a new ulcer on 
or near the anastomotic line. The frequency with which 
this occurs is often, I think, a measure of the surgeon’s 
lack of care in choice of case, in technique, and in super- 
vision subsequent to operation. In some hands the 
incidence has been large, and I do not wonder! In others 
it has been small. When I wrote last on this subject I 
pointed out that if every patient of mine who later 
developed a jejunal ulcer had died at the time of opera- 
tion my total mortality would still be well below that of 
the ardent gastrectomists, whose methods have created 
such unfortunate emulation at home. The mortality from 
secondary operations for jejunal ulcer, though higher than 
that of simple gastrectomy, is well below 10 per cent. 
After gastro-duodenostomy I have never had an example 
of secondary ulceration. 

But gastrectomy for duodenal ulcer also has an unhappy 
sequel in jejunal ulceration. I have operated upon twelve 


'such cases: and though the operation for jejunal ulcer, 


especially if perforated into the colon, can be difficult after 
gastro-enterostomy, it does not as a rule compare in either 
danger or difficulty with that which follows primary 
gastrectomy. Gastrectomy, therefore, has failed to pre- 
vent the onset of secondary ulceration, and having regard 
to the small number of resections hitherto performed in 
this country, by comparison with the number of short- 
circuiting operations, I shall require evidence to convince 
me that the incidence of fresh ulceration is smaller in the 
more radical procedure. Of this, in any event, I am per- 
fectly convinced, that, taking into account mortality and 
recurrent ulceration, the lot of the patient upon whom 
resection is performed is far more hazardous than with the 
simpler operation. It is, I think, undeniable that in many 
cases, not, of course, in all, the incidence of secondary 
ulceration can be prevented. Many years ago I urged that 
an operation upon a patient should be regarded only as an 
incident in the long course, pre-operative, post-operative, 
of treatment. Dr. Hurst concurs: but many others still 
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need to realize the truth, and diligently to observe the 
practice, of this injunction. What is required nowadays 
is not more severe, more mutilating, and more dangerous 
operations, but: 

(a) restriction of the operation to patients who in truth 
have duodenal ulcer (a rule often overlooked in days not 
long ago) ; 

(b) greater care in preparation of the patient in whom 
medical treatment, tried not once only but perhaps many 
times, has failed ; 

(c) more technically exquisite operations performed with 
gentler touch (‘‘ caress ’’) ; 

(d) more stringent after-care, 
periods. 


continued over longer 


I need not elaborate the details that fall under these 
four headings. I have written of them elsewhere, I 
feared to the point of weariness of my readers. But when 
they are duly and faithfully observed we shall hear no 
more of the extravagant and wholly unnecessary adoption 
of procedures which, I trust, may never find a place in 
English surgery.—I am, etc., 


London, W.1, May 8th. MOYNIHAN. 


S1r,—The medical profession is constantly being advised 
to study psychology and to apply it in the treatment of 
their patients, but the recent correspondence on the 
subject of the treatment of gastric and duodenal ulcers 
would seem to indicate that what the medical profession 
should study is the psychology of the Archaeus, the sprite 
first discovered by Paracelsus and more fully studied by 
van Helmont, who concluded that an Archeus presides 
over each bodily function. If this latter conclusion is 
right then surely the arch-archaeus resides in the stomach, 
and is very susceptible to psychotherapeutic treatment. 
How otherwise can one explain how a great surgeon 
like Lord Moynihan can only control this archaeus by 
surgical measures, but, once having got him under control, 
keeps him quiet, while an equally eminent physician, 
Dr. Arthur Hurst, finds it comparatively easy to keep 
him quiet by medical means and has but indifferent 
success with surgical treatment? I feel convinced 
that my own recalcitrant archaeus would not -dare to 
refuse to respond to treatment by either of these 
gentlemen. 

But how does the archaeus behave when removed from 
the influence of such distinguished physicians and surgeons 
as are your corespondents? Only the general practi- 
tioners can answer this question, and they lie low and 
take no part in the discussion. Alas that this should 
be so! for unless the general practitioner will arouse 
himself from his lethargy and record the results of his 
extensive ripe experience, the proper treatment of the 
archaeus, psychologically or otherwise, may continue to 
elude us.—I am, etc., 


London, W.8, May 10th. Haro_p H. 


Septic Finger Clinics ? 

Sir,—There must, I am sure, be many practitioners of 
general medicine who view with amazement the ever- 
increasing multiplicity of clinics that are suggested as 
desirable. Might we not remember with advantage the 
three sister professions of divinity, medicine, and law, 
each contributing in its peculiar or particular way to the 
health and order of the community? There are many of 
us who still regard the family as a desirable institution. 
Of the three professions the medical doctor has somehow 
or other been regarded as the family custodian. But 
often his advice concerning family matters has been given 
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while attending a septic finger or some such ailment. It 
is now said, I believe, that home ante-natal and post-natal 
care is a means of supervision inferior to that which can 
be given at a clinic. In the area in which I practise we 
have to thank greatly a medical officer of health who has 
resisted clinic encroachment, and has worked out an 
admirable scheme for home and family supervision that 
is helpful alike to patient and doctor. 

Various recent publications, some in your Journal 

. . . . . ‘ 
suggest, without sufficient justification, that the practi- 
tioner of general medicine is incompetent to deal with 
fractures, and that this work should be diverted to clinics, 
It might be wise to pause before too late, and to consider 
whether the reputation and prestige of our profession will 
not lose more than it gains by following too closely this 
more particularly Continental practice. We might with 
advantage remind ourselves of words written by Vesalius 
nearly four hundred years ago: 

“But it was not at all my purpose to set one instrument 
of medicine above the rest, since the triple art of healing, 
as it is called, cannot at all be disunited and = wrenched 
asunder, but belongs in its entirety to the same practitioner ; 
and tor the due attainment of this triple art all the parts of 
medicine have been established and prepared on an equal 
footing, so that the individual parts are brought into use 
with a success proportioned to the degree in which one com- 
bines the cumulative force of all. How rarely indeed a 
disease occurs which does not at once require the triple methed 
of treatment; that is to say, a proper diet must be pre- 
scribed, some service must be rendered by medicine, and some 
by the hand.’’ 

There is very good reason to be ashamed of the scant 
respect and attention shown in more recent times to our 
own practitioners of general medicine. Perhaps it is 
fortunate that fracture clinics did not exist at the time 
when Thomas was practising, or authority might have 
overpowered him and knowledge would have suffered. If 
town and city conditions require the formation of clinics 
for better medical service none can object ; at the same 
time it is surely a desirable object for the British Medical 
Association to safeguard the individual whose work does 
not deserve the discredit implied by the establishment of 
these clinics, and who idealizes the more particularly 
British heritage of family as contrasted with impersonal 
medicine.—I am, etc., 


W. B. R. Monvertu. 


Bourne, Lincs, May 12th. 


Oxygen Therapy 

Sir,—In a review (April 20th, p. 827) of a book by 
Drs. Argyll Campbell and E. P. Poulton your contributor 
expresses his fears that the psychological effect of isolation 
in an oxygen tent might counterbalance any quantitative 
advantage which the method has over administration 
through two nasal catheters. 

I have now employed Dr. Poulton’s admirably designed 
tent long enough and often enough to be convinced that, 
with reasonable forethought and capable nursing, there is 
little or no apprehension on the part of the patient, who, 
in fact, usually quickly becomes less restless, calmer, and 
more co-operative. In my wards at the Royal Free 
Hospital the method is employed regularly in the post- 
operative treatment of severe thyrotoxicosis ; the tent is 
always on view in the ward and the patients see it in use, 
and are, when necessary, placed in it for a short time 
(without turning on the oxygen), so as to accustom them 
to its special features. 

I am confident that several lives have been saved by the 
oxygen tent during the time I have used it, and that the 
method should be more widely adopted in the post- 
operative treatment of thyrotoxicosis and other serious- 
risk cases.—I am, etc., 

A. JOLL. 


London, W.1, May 13th. 
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Treatment of Diphtheria 


sir,—In a recent number of the Journal (April 20th, 
p. 852) there appeared a letter in which the writer claimed 
to have reduced the case mortality of diphtheria in a 
notable manner by following a certain line of treatment. 
It is not my intention to be critical of this letter, but 
I think it desirable to place on record an experience of 
my own, as it served as a reminder of the need for 
caution in drawing conclusions. 

As is probably well known, Leeds has had an_ un- 
enviable reputation with regard to diphtheria for some 
years past. Treatment according to the most approved 
modern principles did not appear to be very effective in 
keeping down the case mortality. Last year I had the 
opportunity of employing in treatment a limited amount 
of an experimental antitoxin prepared for use in infections 
with the ‘“‘ gravis ’’ strain of organism. As it appeared 
desirable to test this special antitoxin on a large scale 
it was my intention to arrange for its use in alternate 
cases of comparable severity during the first three months 
of 1935. Unfortunately—I am inclined to think otherwise 
now—it was not found possible to carry out this experi- 
ment owing to unforeseen difficulties connected with the 
supply of the antitoxin. Accordingly, ordinary com- 
mercial antitoxin was used almost exclusively during the 
period. The point of this letter may be seen by a glance 
at the following statistics: 


January to March 

Diphtheria 
1934 1925 
Number of cases 545 836 
Case mortality ... 106 3.8 


If ‘‘ gravis’’ antitoxin had been employed during the 
first three months of 1935, and the statistics of that 
period compared with those for the same period in 1934, 
an entirely unwarranted conclusion might have been 
drawn. 

It only remains to be added that treatment in the 1935 
period was much less intensive than in the 1934 period, 
both as regards the average dosage of antitoxin and the 
employment of auxiliary lines of treatment, such as the 
administration of glucose. I can claim no credit for the 
notable fall in the case mortality, the reasons for which 
need not be discussed in this letter.—I am, etc., 

Leeds, May sth. J. S. AnpeRson, M.D. 

Sir,—I note in your issue of May 4th a letter 
from Dr. Richard Hope describing a case of successful 
treatment of severe diphtheria with a small dose of anti- 
toxin (1,000 units). From this he deduces that my state- 
ment that 30,000 units was the minimum safe dose in 
Severe cases is incorrect. May I have the hospitality of 
your columns to reply to this? I do not deny that a 
small dose may be efficacious ; on the .other hand it 
frequently is not. Except in very mild and early cases 
it is impossible to foretell. A large dose is not injurious ; 
therefore why take the risk? 

I have been in charge of the York Isolation Hospital 
for the past seven years, and during that time I have 
seen far too many tragedies result from practitioners 
either awaiting the result of a swab before giving the 
serum or using a small dose only. The result has been 
that one or more of the vital early days of the disease 
have been lost, and with them the chance of saving life.— 
lam, etc., 

J. C. Lytn. 


York, May 9th. 


Diphtheria Immunization 


Sir,—May I be allowed to reply to Dr. C. H. Foley’s 
letter (May 4th, p. 950). He makes the definite state- 
ment that the failure to keep the T.A.M. used by him for 
diphtheria immunization at the correct temperature was 
the cause of this preparation losing strength, and thereby 
not being efficient in securing prophylaxis. 

I feel certain that this is a faulty conclusion, and in 
my previous letter (April 27th, p. 898) drew attention 
to the following observations: (1) That Schick-testing 
after the administration of a diphtheria prophylactic is an 
absolute necessity. (Approximately 5 per cent. of cases 
are not completely protected against diphtheria after one 
course of injections.) Dr. Foley does not state that these 
tests were performed. (2) That post-immunization Schick- 
positive cases are often members of the same family. 

I concluded that these two criteria probably accounted 
for the cases, occurring in two families, described in Dr. 
Foley’s original letter. Finally I commented, in general, 
on the dangers of the omission of a post-immunization 
Schick test. Storage of sera may be a matter of difficulty 
in the absence of a refrigerator, but surely the floor of 
a well-ventilated larder, or even an open shelf, is preferable 
to a closed drawer in a hall table.—I am, etc., 


London, W.1, May 4th. W. SMITH. 


Rare Sequel to Schick Test 


S1r,—The cases recently quoted by Dr. R. Miles Orpwood 
(February 16th, p. 331) and Dr. Joyce Wright (May 4th, 
p. 949) prompt me to quote a case that has occurred in 
Oxford. 

The subject was a local surgeon, who was Schick-tested 
on January 25th. He developed a very strongly positive 
resction in about forty-eight hours, which persisted for two 
to three weeks, and desquamation was still present at the 
end of two months. The control arm showed a faint 
reaction, and this disappeared in a few days. At the end 
of about ten days he noticed a numbness just below the 
site of the injection over an area of about one square inch. 
The arm was anaesthetic to light touch and pin-prick, and 
a partial loss is still present. The quickness of onset and 
the duration are of interest, and possibly this sequel is 
commoner than one has reason to believe.—I am, etc., 


Oxford, May 8th. R. J. Toceman. 


Blood Counts after Haemorrhage 


S1r,—I was interested in the annotation on blood trans- 
fusion in haemoperitoneum (British Medical Journal, 
May 11th, 1935, p. 987), in which you quote from 
Stabler’s records. I have no criticism to make of the 
clinical results, which must have been excellent, but I 
cannot agree with the results of his blood counts and 
haemoglobin estimations. He states that his procedure 
(immediately after control of the haemorrhage) leads to 
an increase in the red cell count by from 1} to 2 millions 
and the haemoglobin by some 20 per cent. 

May I suggest that on physiological principles these 
figures are impossible? Both before and after the trans- 
fusion the readings should be the same—namely, five 
million red cells and 100 per cent. haemoglobin—since he 
has merely added normal blood to a vascular system half 
filled (because of the blood loss) with normal blood. It 
is obvious that he has increased the total volume of the 
blood, but has not affected the concentration of the blood. 

A favourite question on examinations is: Describe the 
changes in the blood (a) immediately after a severe haemor- 
rhage, (b) six hours later, and (c) four days later. Woe 
betide the student who fails to say that the blood at first 
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is unchanged except in volume, that six hours later there 
is a marked drop in the haemoglobin and corpuscles 
because of dilution by body fluids, and that four days 
later the regenerative process begins to overtake the dilu- 
ting process, so that from then on the red cell count 
steadily rises.—I am, etc., 


Huntingdon, May 11th. W. Libertson. 


Poliomyelitis in Boarding Schools 


‘ ” 


Sir,—The question of ‘‘ school closure ’’ in the event 
of an outbreak of poliomyelitis is one which has aroused 
much controversy in the past. Definite evidence support- 
ing either view does not appear to be available ; extensive 
outbreaks of the disease have not occurred in this country 
for some time. I can, however, direct the attention of 
Dr. Reginald Miller to the memorandum issued by the 
Ministry of Health on October 24th, 1982, in) which 
inter alia it is stated that ‘‘ the Ministry are definitely of 
the opinion that the balance of advantage is in favour of 
not closing a residential school in which poliomyelitis has 
If the school be closed any potential infectious- 


appeared. 
ness of the disease is more widely distributed. ... 
Lam, etc., 


Manchester, May 13th. ite W. TF AIRBROTHER. 


Ether Convulsions 

Sir,—I have been interested in the correspondence on 
ether convulsions appearing in your columns from time 
to time. Mr. Dickson Wright suggests temperature- 
raising factors plus atropine injections. This premedica- 
tion is, of course, given routinely in my practice, with a 
dose of 1/75 grain for an adult, and younger patients in 
proportion, and one has often to deal with cases of 
high temperature, or to work in hot theatres. Yet, 
although I have been giving anaesthetics at a teaching 
hospital for twenty-five years, I have never come across 
it. In the cases published two factors often seem to be 
present—that is, the use of oxygen combined with deep 
anaesthesia. 

Ether tremors should never be confused, of course, with 
convulsions. Though the former are often sufficiently 
forceful to shake the whole body, they are, as far as my 
experience goes, confined to the lower limbs, and are 
generally duc to a clonus of the long ribbon-like adductors 
of the thighs, or to the muscles inserted into the tendo 
Achillis. They can nearly always be stopped by relaxing 
the tension.—I am, etc., 


Clifton, Bristol, May Sth. CHARLES CORFIELD. 


Progress in Medicine 

Sir,—I read with great pleasure Sir Walter Langdon- 
Brown’s address on ‘‘ Progress in Medicine ’’ in the issue 
of May 4th, and particularly the section he devotes to 
‘“ psychotherapy and its future,’’ in which subject I am 
especially interested. 

Like Sir Walter, I at one time thought I could do better 
than our psychotherapists, but I have found that a more 
intimate study of the neuroses disclosed several new 
problems for every one it solved. Ever wider fields are 
opened up, until the investigator discovers that he is 
concerned with all human thought and behaviour, and 
the riddle he has set himself is the riddle of the universe 
—at least in its subjective aspect. Individual and mass 


behaviour, be it love or law, war or religion, inevitably 
becomes as relevant to the problem as his original investi- 
gation of neurotic behaviour. The apparent line cf 
demarcation between the two sets of phenomena is found 
merely apparent. 


to be Even Sir Walter’s opinion of 
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psychotherapists would appear to be a product of syb. 
jective, rather than of objective, value, and, like some 
laymen’s opinion of doctors, has behind it various un. 
conscious and emotionai forces, similar to those responsible 
for character formation, however widespread and general 
such character formation may be. 

The psychotherapists, believe me, are not necessarily 
less capable than their medical colleagues, but their appar- 
ent relative weakness may be due to the fact that they are 
grappling with a larger giant.—I am, ete., 


London, W.l, May 7th, CHARLES Berc, M.D., D.P.M, 


Carcinoma of Small Intestine 


Sir,—The article and clinical memorandum published 
in the Journal of May 4th (pp. 923 and 925) prompts me 
to describe a case which I have seen lately. 

The patient, a male aged 74 years, complained two months 
ago of ‘‘ sour stuff welling into his mouth, accompanied by 
loss of appetite.’ Physical examination revealed a_ well- 
nourished man, 12 st. in weight. A barium meal showed no 
filling defect, no dilatation of the stomach, and the meal was 
in the caecal region in four hours. A barium enema was also 
given, with negative results. A fractional test meal revealed 
some hypochlorhydria, the fasting contents being free of HCI, 
but there were signs of secretion commencing after an hour. 
The patient was treated with gastric lavage and an acid 
mixture before meals, but the pyrosis persisted, and he was 
losing weight rapidly. 

About three weeks ago I discovered a round swelling in the 
lower half of the epigastrium, which disappeared on pressure 
with a gurgling noise. The direction of the obstruction was 
not constant, the swelling sometimes going to the left and 
somctimes to the right. Laparotomy was performed on April 
25th, and I discovered the presence of a tumour in the jejunum 
which was freely movable and about cighteen inches from the 
duodeno-jejunal junction. There was marked dilatation of 
the proximal loop of bowel, and the distal portion was 
collapsed and small. The absence of secondary involvement 
was noted, and I was able to resect about nine inches of the 
jejunum and do an end-to-end anastomosis. The patient has 
made an uninterrupted recovery, and is leaving hespital this 
week. 

Section of the tumour showed a tumour mass which had 
almost completely occluded the bowel—a probe could just be 
coaxed through the aperture—and I am indebted to Professor 
Shennan of Aberdeen for his report on the specimen, which, 
he says, is a typical columnar-celled carcinoma, 

It is, I fully realize, premature to give a complete 
history of this case as far as subsequent events are con- 
cerned, but the articles so recently published have made 
me feel that the time is opportune to add anothe* case 
to the literature.—I am, ctc., 


Bas May Hersert J. Green, M.B., Ch.B. 


Selenium in the Treatment of Cancer 


Sir,—In the Journal of April 27th(p. 867) Mr. Lockhart- 

Mummery contributes a paper of great interest, entitled 
“ Modern Views on the Cancer Problem.’’ On page 869 
there is a subheading ‘‘ Poisonous Substances to Destroy 
Tumour Cells.”’. Mr. Lockhart-Mummery says: 
. certain compounds of lead and selenium have been 
used successfully, and in a few cases destruction of the 
tumour without producing fatal results to the individual has 
been achieved. Unfortunately such substances have proved 
to be very poisonous, and their use is attended with consider- 
able danger.’’ 

Now I feel that readers who have time to follow such 
matters only in a superficial way might well take these 
remarks as applying to the use of selenium in con- 
junction with ¥ rays, as recommended by Dr. A. T. Todd 
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of the Bristol Royal Infirmary. I am sure that such a 
thought was far from Mr. Lockhart-Mummery’s mind ; 
nevertheless, an exposition of the case for selenium is 
called for. It is certainly not to be grouped with remedies 
in which lead is the active agent. Lead is a tissue poison, 
and although, following Dr. Blair-Bell’s work, it was 
used by Dr. Todd five to six years ago as lead selenide, 
he has long abandoned it as unsatisfactory and dangerous. 
Selenium, on the other hand, has a record—experimental 
and clinical—in the treatment of cancer, dating back 
nearly twenty years, and nowhere, so far as I have been 
able to ascertain, is there any record of a toxic effect 
from selenium in medicinal doses. 

Coming now to Todd’s particular method of using 
selenium, we must note that he does not employ it as a 

isonous substance to destroy tumour cells in accordance 
with the theory so often advanced, but so little proved, 
that tumour cells are more vulnerable to poisons than 
normal cells, and will succumb first. Selenium has the 
property of being ionized ’’ or activated ’’ by radia- 
tion, and Dr. Todd’s idea is that the selenium is de- 
posited in ‘‘ junction tissue ’’—that is, in the defence zone 
round about an advancing tumour—and that when it is 
activated by w rays the defence, always present, but 
nearly always overcome, is thereby stimulated to a point 
when victory is possible. Whether or not this view is 
in fact correct, it is at any rate a very different idea from 
that of poisoning innocent and guilty alike in the hope 
that more of the latter will succumb. Clinically, there is 
no evidence that patients undergoing selenium plus x-ray 
treatment are poisoned, unless the mild reaction aimed 
at, which resembles that occurring after a vaccine, be 
described as poisoning. At any rate, one can say there 
are never any signs of cumulative poisoning such as occur 
with mercury or lead. 

My personal experience of this method—which includes 
some forty cases—is to be reckoned in months, not years. 
I cannot, therefore, deal with possible late effects of a 
toxic character. I can only state that most patients say 
they feel better than before they had the treatment. 
With one or two exceptions, all the hospital patients have 
been treated as out-patients. The combination of radia- 
tion treatment with surgery has resulted in the number 
of five-year survivals in breast cases being doubled. (See 
Cade, Medical Annual, 1934, p. 107 ; Phaler’s statistics in 
Philadelphia also correspond closely with these figures.) 
But this has been accomplished only by treating all cases 
prophylactically. 

Until Todad’s methods are employed as_ preventive 
measures it will be impossible to assess their true value. 
We shall not get much further in our pursuit of earlier 
diagnosis. I have kept records of breast cases for many 
years, both in hospital and in private practice, and I find 
that in over 80 per cent. of all cases the ‘‘ lumps ’’ were 
discovered purely by accident, usually while washing. In 
many of the remaining 20 per cent. only slight tingling or 
discomfort had been noted. Unless, therefore, we are 
going to inspect all women over 30 every three months, 
or make them a generation of neurotics by teaching them 
to examine themselves, we must concentrate on the period 
of grace which is allowed us between the diagnosis and 
Tfemoval of the primary and the onset otf secondary 
symptoms. As a rule this period is, fortunately, at 
least two years, thus giving ample time for a complete 
course on Todd's lines. Even the most favourable figures 
80 far published—those of operation plus radiation—show 
a mortality of over 50 per cent. within five years, and 
there is no means of saying with certainty which indi- 
viduals out of a given hundred patients will survive. 
The principle applied when dealing with syphilis is to 
treat all cases over a long period, even though their 
symptoms may have rapidly disappeared. This same 


principle should govern the treatment of breast cancer. 
Though no one can claim that selenium is a specific in 
the same sense as mercury, yet it has been shown to be 
of some value in established cancer. But if it is not 
comparable in specificity, neither is it in the same class 
as regards toxic properties, and there can be no valid 
argument against its trial as a prophylactic. 

With a view to giving preventive methods a thorough 
trial, the staff of the Croydon General Hospital has 
co-operated in the establishment of a special clinic for 
the after-care of breast cases.—I am, etc., 


London, W.1, May 8th. F, HeRNAMAN-JOHNSON. 


Normal Serum in Asthma 


Sir,—The letters of Dr. Cronin Lowe and of Dr. E. G. 
Annis, in the Journal of May 11th, are of much interest 
in relation to the action of normal serum. Dr. Lowe 
uses a globulin from placental serum, which has greater 
antibody content than the discarded albumin fraction. 
Encephalitis, gross infection with marked debility, 
malignant disease, and asthma are given as examples of 
therapeutic help “‘ by raising antibody response.’’ The 
immunity of the newborn child is well known. 

Dr. T. Ishihara of the Takumatsu Hospital, Japan, 
has described a hormone in Wharton’s jelly, the jelly 
of the placenta, and in the corpus luteum, which he 
terms P.O.U. (placenta, ovary, umbilical cord). It is 
an endocrine substance of a yellow-brown colour, soluble 
in water, insoluble in alcohol, ether, etc., and does not 
decompose by heating at 100°C. for several hours. It 
has been stated by Dr. Ishihara that it can cure cancer, 
erosion of portico vaginalis, and vomitus gravidarum (the 
latter caused by decomposition of decidua). Now it may 
be that the hormone has been at work in the cases 
described by Dr. Lowe, such as asthma, malignant disease, 
etc. As regards asthma, experiments alone can tell. The 
normal serum in pregnancy might be tried for it. Asthma 
is frequently absent during pregnancy, and during men- 
struation it is usually more severe, or may only come 
on then. 

Dr. Annis uses ‘‘a serum obtained from ox blood, 
after it has been treated by Bloor’s method for reduction 
of protein and cholesterol.’’ Dr. Bloor’s well-known 
method refers to the removal of the phospholipins and 
cholesterol by alcohol and ether. It is difficult to under- 
stand what is meant by “ reduction of protein.’’— 
l am, etc., 


London, W.1, May 11th. A. G. AULD. 


Remedies New and Old 


Sir,—‘‘ The time has come,’’ the Walrus said, ‘‘ to 
talk of many things,’’ one of them being the modern 
craze in what used to be the science and art of thera- 
peutics. Our breakfast tables, every morning, are littered 
with the pseudo-scientific outpourings, miscalled “ litera- 
ture,’’ of the manufacturing chemist, exhorting us to try 
various proprietary remedies for any and every disease. 
We are regaled with excerpts of the writings, from 
Continental journals, of gentlemen with unpronounceable 
names, and of whom no one has ever heard. Foreign 
firms bombard us with claims for their products, while 
a British firm of manufacturing chemists naively informs 
the older generation of us that, for a reduced charge, we 
may revitalize our, presumably, fading virility with 
orchitic and similar extracts! 

Physicians of experience can afford to separate the grain 
from the chaff, retaining those of approved value, and 
jettisoning the very large remainder, but it is a serious 
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matter for our younger confreres, struggling with this 
new mass of cures, and, like a rudderless ship, being 
blown hither and thither by the wind of modern com- 
mercial therapeutics. 

The other day a patient of mine who had been spending 
a holiday in the far North of England, and had occasion 
to seek the advice of a young country doctor there, 
showed me the prescription given him by this gentleman. 
It contained three separate proprietary articles, all German, 
and, as it happened, quite unsuited to his case. This 
patient could have been better treated, and more 
economically, with well-tried remedies of our own B.P. 
This instance is only one of many, for, practising as I do 
in a seaside town, one is consulted by visitors from all 
parts of the country, and it is surprising and dis- 
heartening to read the prescriptions of proprietary 
‘remedies,’’ mostly foreign, prescribed by their home 
medical man. 

The most blatant of the drug-mongers are the manu- 
facturers of organic substances, most of which are inert, 
with the possible exception of thyroid extract and supra- 
renal extract. Again, the number of new hypnotics is 
legion, and a few are really useful, while a large number 
are, if not actively dangerous, of small value. The old- 
time hypnotics of the British Pharmacopoeia, which have 
stood the test of time and clinical experience, are to-day 
being less and less prescribed, as any retail chemist can 
tell us. It appears to me that unless some check is placed 
on the unrestrained advocacy of new preparations there 
is very real danger of our reputation as a_ profession 
suffering in prestige in the eyes of the public. 

I venture to suggest that a committee of clinical experts, 
composed of practising physicians, be empanelled to 
“try out’’ these newer so-called remedies, and report 
officially after, say, twelve months’ trial. It would at 
least give the rank and file of the profession some authori- 
tative guidance on which to model their knowledge and 
practice of the healing art.—I am, etc., 

VINCENT P. NORMAN, 


Bournemouth, May 4th. M.D., -M.R-C.P. 


The Springs of Neurosis 


Sir,—I have read with interest Dr. G. F. Walker’s 
article in the Journal of February 16th (p. 296), and am 
in full agreement with him that much neurosis is the 
result of unrecognized and unperceived factors. He 
particularly draws attention to sinusitis, which is so 
frequently overlooked. I would like to go a little further 
than he does, and include all infective agents. The 
neurosis in its extreme degree is exemplified in a case 
of thyrotoxic goitre—in other words, sympathetic over- 
action run riot. All infections make a call upon the 
sympathetic nervous system, resulting in some increased 
thyroid activity. With increased thyroid output there is 
a corresponding output of calcium salts, which if long 
continued reduces the normal blood calcium, the effect of 
this being to reduce the buffer action of the synapses, 
allowing impulses to pass to the central nervous system 
undamped, and so produce exaggerated responses. The 
great ideal in life is to have complete command over 
one’s actions by training oneself to inhibit stimuli, but 
to people with their synapses undamped the impulse is so 
active that the reaction takes place before they are able 
to bring into force their voluntary inhibition. This 
condition of undamped impulses is usually associated with 
a certain degree of tachycardia and tremor, making a 
more or less common to most infec- 
toxic 


syndrome which is 
tions, and for which I have suggested the term 
syndrome.’’—--I_ am, etc., 

SYDNEY PERN. 


March 29th 
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Obituary 


R. B. STAMFORD, F.R.C.S.Ep. 

Honorary Medical Officer, Loughborough General Hospital 
The sudden passing of Mr. Robert Basil Stamford while 
in active practice at Loughborough has left a gap in the 
profession in that town which will be difficult to fi, 
Educated at Repton School, he entered Guy's Hospital in 
1890, and at once gained a place in the cricket eleven, 
which at that time was a very powerful side. He also 
played Association football for the hospital. After a very 
good record as a student at Guy's, he acted as house. 
surgeon to Sir W. Arbuthnot Lane. When the South 
African War broke out he was one of the first civilian 
surgeons to offer his services, and, after serving for one 
year, he contracted a severe attack of enteric fever, and 
was invalided home. 

In 1901 he became F.R.C.S.Ed., and joined the late 
Dr. Eddowes at Loughborough, where he practised until 
his death. He was an active member of the British 
Medical Association, and had been chairman of. the 
Leicester and Rutland Division, a past president of the 
Leicester Medical Society, and for many years a member 
of the Leicestershire Panel and other committees. In 
1908 he received the King’s commission a la suite to act 
on the staff of the 5th Northern General Hospital, and 
on the outbreak of war was called up. He continued to 
serve during the duration, and did very valuable work 
as a surgeon. In December, 1919, he married the widow 
of the late Edward Cunliffe Owen. There was no issue 
of the marriage. Tall, elegant, of soldierly appearance, a 
fine sportsman in many branches of sport, he was very 
popular, and it is not too much to say that he was 
beloved by all classes ; and though this is not usually the 
highest praise which can be given to a man it was true 
of Stamford in every sense of the word. Of especially 
charming manners and a very agreeable disposition, he 
had at the same time a mentality which showed a 
character ot great decision in medical and other matters. 
He was a very capable surgeon, and his opinion was 
frequently sought by his colleagues in the town and 
neighbourhood. R. HLF. 


FIELDING H. GARRISON, M.D. 

Librarian, Welch Memorial Library, Johns Hopkins University 
The death in the Johns Hopkins Hospital on April 18th 
of Lieut.-Colonel Fielding Hudson Garrison in the full 
maturity and activity of his literary powers is a serious 
blow to all interested in medical history, and more 
particularly to those in English-speaking countries. He 
was born on November 5th, 1870, in Washington, D.C., 
where he spent the greater part of his studious. life. 
Qualified medically in 1893, he entered the medical depart- 
ment of the United States Army, and was appointed 
assistant librarian in the library ot the Surgeon-General, 
thus serving an apprenticeship under Robert Fletcher and 
John S. Billings, whose life he subsequently wrote, and 
continued their methods and tradition. He was co-editor 
of the Index Medicus from 19038 to 1912, and _ editor 
until 1927, when it became fused with the Quarterly 
Cumulative Index of the Americar Medical Association 
to form the Quarterly Cumulative Index Medicus, financed 
jointly by the Association and by the Carnegie Institution 
of Washington. It is impossible to exaggerate the value 
to medical authors of the Index Medicus (1879-1926) and 
the Index Catalogue of the Surgeon-General’s library 
(1880-1934). In both these Garrison played a great and 
equally unobtrusive part; probably few outside that 
library have any idea how extensive this work was. 
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When America entered the war in 1917 he was trans- 
ferred to active service in various camps, and after the 
war was in the Philippine Islands (1922-4). In 1925 he 
was appointed consulting librarian to the New York 
Academy of Medicine, and constantly wrote editorials in 
the Bulletin of the Academy. Garrison retired from the 
army on May 19th, 1930, became librarian of the Welch 
Medical Library at the Johns Hopkins University, and 
in the autumn of that year crossed to Europe, saw medical 
London with, as he later wrote, ‘“‘a minimum of that 
stupefying variant of the Erb-Goldflam symptom-complex 
(myasthenia levis) which is apt to go with perfunctory 
sight-seeing.’’ He then visited Copenhagen, Stockholm, 
various centres in Germany and France, and attended 
the meeting of the Germanic Society of the History of 
Medicine at Budapest. At the Welch Medical Library 
and the Associated Institute of Medical History he con- 
tinued to be very busy and prolific with published papers 
on medical bibliography, such as revised catalogues of 
medical and scientific periodicals of the seventeenth and 
eighteenth centuries. 

Garrison was always a very hard worker. Ina private 
letter he confessed that the memoir of his former chief, 
J. S. Billings, took more vitality out of him than any- 
thing else he ever did ; this is rather surprising in view 
of his masterly work, modestly called An Introduction to 
the History of Medicine, which originally came out in 
1913 and passed into a fourth edition in 1929. This is 
the indispensable and daily companion of those who care 
to verify the accuracy of names, dates, and facts. Con- 
cisely written, it is difficult to imagine the size of the 
work to which it could possibly be the introduction. It 
is, however, wanting in one respect——that of references 
to his own publications. Garrison was a great corre- 
spondent, and thus had friends, such as Clifford Allbutt, 
whom he had never seen. He wrote a neat hand quite 
free from any trace of writers’ cramp, though in 1928 
he admitted that he had ‘‘ never had the luxury of a 
doctor’s private secretary.’’ The amount of help he gave 
to others—for example, in the posthumous preparation 
and publication (1921) of Osler’s Silliman Lectures de- 
livered in 1913—passes all calculation. With a wide and 
refined taste for literature and music, the latter recently 
shown in a charming essay on the Schumann family and 
Brahms, a philosophic humour, and a wise estimate of 
values, he lived and laboured in a calm backwater while 
honours drifted by in other directions ; but his work has 
assured his reputation. H.R 


AXEL REYN, M.D. 


We regret to announce that Dr. Axel Reyn died at the 
age of 63, on April 22nd, at Copenhagen. Soon after 
qualifying as a doctor Reyn joined the staff of the Finsen 
Institute in Copenhagen in 1897, and he remained attached 
to it more or less closely for the rest of his life. In 1900 
he was appointed assistant physician, and in 1907 
medical superintendent, of this institution. He retired 
from the last-named position in 1932, but*continued his 
association with the Institute up to his death. 

It was no easy task to succeed such a pioneer as Finsen, 
whose mantle would have fallen heavily on Reyn had he 
not been so singularly modest and unassuming. He filled 
his position worthily, not so much by virtue of any 
brilliance as by a dogged determination to serve science, 
his patients, and his colleagues to the best of his abilities. 
A sensitive man, he was remarkably free from scientific 
jealousy ; and he earned the respect and affection of all 
who worked under him by his loyalty to their interests. 
His dominant motive was to exploit science in the service 
of therapeutics, and it was his almost apostolic fervour 


on behalf of the patients under his care which so greatly 
endeared him to them. National and foreign honours were 
freely bestowed on him, and he came to be regarded as 
the leader in all that concerned actinotherapy. At home 
much use was made of him on medical and semi-medical 
bodies, to whose activities he contributed freely. Indeed, 
the services he was called upon to render in so many walks 
of life must have done much to shorten his days, but he 
was the last to grudge what he gave. 


The following appreciation comes to us from Sir HENRY 
GavuvaIN: 


Innumerable sufferers from lupus vulgaris the world 
over, and many medical colleagues, will deplore the 
death of Dr. Reyn, for so long head of the Finsen Light 
Institute, Copenhagen. I feel a great sense of personal 
loss at the passing of an illustrious and very dearly 
loved colleague—modest, kindly, sympathetic, always 
helpful and always approachable—who honoured me with 
his friendship for many years. I am indebted to Dr. 
R. Kissmeyer, who was one of his most intimate friends, 
for many of the particulars appended. 

Reyn became associated with Finsen, and was appointed 
his assistant at the Finsen Institute at the commence- 
ment of his professional life in 1897. He was appointed 
chief of the dermatological department in 1908, and later 
became a very active member of the board of directors. 
A great tribute to his work was paid him when, at 
Copenhagen in 1932, he was elected president of the 
Second International Light Congress, and received tributes 
of affection and respect from all interested in that form 
of therapy to which he had devoted his life, and on the 
evolution of which he had exercised so great an influence. 
In high repute as a skilled and able dermatologist, his 
greatest interest was in actinotherapy and tuberculosis, 
and more especially on the light treatment of all forms 
of tuberculous disease, especially lupus vulgaris. His 
first publications were in collaboration with Finsen, and 
appeared in 1900 and 1901. He devised a practical 
modification of the Finsen lamp—the Finsen-Reyn lamp 
—which is still in very general use, and is especially 
adapted to the treatment of single patients. In 1913 
he published Die Finsenbehandlung, wherein he collected 
all existing available knowledge of light therapy. Im- 
pressed with the value of heliotherapy, he utilized the 
carbon arc for general light baths for the treatment of 
surgical tuberculosis with signal success, and with N. P. 
Ernst published an account of his methods in 1914. 
Later he published papers on the value of Finsen therapy 
in the repair of lesions caused by overdosage of x rays, 
in tuberculous adenitis, and’ in certain skin diseases. As 
the value of his work obtained increasing recognition 
numerous honours were bestowed on him. He was a 
rapporteur at the International Conference on Light in 
Lausanne in 1928, and at the Eighth International 
Congress of Dermatology in Copenhagen in 1930. He 
also wrote chapters in the Handbuch der gesammte 
Strahlenheilkunde (Lazarus) and in the Tvraité d’Hélio 
et d’Actinothérapie (Brody). Among the honours h~ held 
were those of president of the Comité International 
de la Lumiére, honorary member of the Radiological 
Society of North America and of the American Associa- 
tion for Medico-Physical Research, of the American 
College of Radiology, of the Nordisk Forening for Medical 
Radiology and the Svensk Forening for Medical Radio- 
logy, and of the Deutsche Gesellschaft fiir Strahlen- 
forschung ; he was corresponding member of many other 
societies. In the same year as he was elected president 
of the Second International Light Congress ; the journals 
Strahlentherapie and Acta Radiologica Scandinavica, of 
which he was one of the editors, published special numbers 
in his honour. 
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But if Reyn was a great scientist he was first of all 
the doctor of his patients and the friend of his friends. 
His optimism was legendary. His patients had entire 
trust in him, and he had a very real personal interest 
in each of them. His almost inspired delight in difficult 
cases successfully treated was sincere, and he was never 
jealous of his collaborators or colleagues. Outside his 
scientific work his chief interest was in mankind as such. 
He was immensely interested in human progress, in human 
life, and in European politics. He loved travel, but 
especially on the shores of his beloved Denmark, or in 
the Mediterranean. His sense of humour, his living 
interests, and his loyalty created friends all over the 
world. Physicians in many countries have lost a great 
colleague and many of us a much beloved friend. In 
1893 he married Elizabeth Finsen, sister of the late 
Professor Nils Finsen. They had no children. The latter 
part of Dr. Reyn’s life was, tragically enough, marred 
by tuberculous disease. Though he suffered much he 
continued his work almost to the end in spite of ill-health. 
He retired from the post of director of the Finsen Insti- 
tute in 1932, but remained on the Board, and was 
appointed president in 1933. He delivered an important 
address on the treatment of lupus vulgaris before the 
Tuberculosis Section of the British Medical Association 
at the Annual Meeting held at Portsmouth in 1923. 

H. 


Deep regret was expressed in Aberdeen medical circles 
and the community generally at the death, on April 26th, 
of Dr. MeLtis DuNcaAN at his residence, 72, 
Rubislaw Den North, after a short illness ; he was in his 
sixty-second year. A native of Huntly, Dr. Duncan was 
the elder son of the late Mr. James Duncan, an official 
in the Home Office. He was educated at the Aberdeen 
Grammar School and University, graduating M.B., C.M. 
in 1896 and taking the diploma in public health a year 
later. In 1898 he was appointed assistant in pathology 
to the late Professor Hamilton at Aberdeen University, 
and in 1921 he became clinical pathologist and bacterio- 
logist at the Aberdeen Royal Infirmary ; he was also 
lecturer in bacteriology. Dr. Duncan played an im- 
portant part as pathologist to the police. In association 
with Professor Shennan, he appeared in a great many 
cases, and was regarded as a sound pathologist and an 
excellent expert witness. A captain in the R.A.M.C. 
(T.F.) at the outbreak of war, he served in the Ist 
Scottish General Hospital from October, 1914, until 
demobilization in March, 1919: For many years Dr. 
Duncan was secretary to the Aberdeen Medico-Chirurgical 
Society. He was keenly interested in Freemasonry, and 
was Master of the St. Andrew Lodge. His hobbies in- 
cluded shooting, sketching and painting, botany. 
Dr. Duncan leaves a widow. A colleague writes: The 
sudden death of Dr. George Mellis Duncan must have 
come as a great shock to the multitude of old students 
who have passed through his hands during the long 
period of thirty-seven years in which he taught in the 
medical school of Aberdeen. He began as assistant to 
the late Professor D. J. Hamilton, from whom he derived 
that clarity of expression and lucidity of thought which 
made his own teaching so much valued and appreciated. 
His relations with his students were of the friendliest kind, 
and he had the faculty of conveying to them in the 
simplest way the essentials of his subject, keeping always 
in mind the difficulties they were likely to meet with 
in practic As he himself often said, he had little time 
or use for the ‘‘ highfalutin§ stuff.’’ His charm of 
manner and his lovable personality won for him a large 
circle of friends far beyond the limits of the profession. 
No one courted popularity less than he, or was more 
averse to the limelight. To his colleagues on the hospital 
staff his culture, his sane judgement, and his sturdy 
common sense were invaluable. His laboratory quickly 
became the meeting place of all who had difficulties of 
policy or perplexities of diagnosis with which to contend. 
An omnivorcus reader, an excellent speaker, and a good 
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sportsman both with gun and golf club, he had a wide 
range of interests and numerous points of contact with 
his fellows. If fault he had it was a singular absence of 
personal ambition, for he was content to remain the loyal 
friend, the cultured citizen of the world. By his intimate 
friends he will be sorely missed: the Royal Infirmary 
will not be quite the same place without him. 


Universities and Colleges 


UNIVERSITY OF LONDON 


The report of the Principal on the work of the Universit 
during the year 1934-5 was issued last week. With reference 
to the New University Buildings, Sir Edwin Deller states that 
the total amount of the grants now promised by local authori. 
ties towards the Bloomsbury scheme, including both money 
which can be used tor the building in general and money 
dedicated to special purposes, is £700,500. In addition to 
this, the gifts promised by the Corporation of the City of 
London and the City Companies towards the cost of the Great 
Hall now reach a total of just over £174,000. Steady progress 
has been made with the buildings themselves since the 
Foundation Stone was laid by the King on June 26th, 1933, 
and ‘‘ any visitor in the neighbourhood of Torrington Square 
can now see, rising above the hoardings, the walls of the first 
block, which will contain the Senate House, administrative 
offices, and part of the Library building. It all goes well, 
next year should see this block in use and the conclusion of 
the first stage of the ‘long journey on which we have set out.” 
Apart from the gifts in connexion with the Bloomsbury pro- 
ject, the University and its Schools have again reason to 
thank many public and private benefactors tor generous assist- 
ance. The London County Council has decided to make a 
block maintenance grant to the University of £129,000 in each 
of the academic vears 1935-40. The “L.C.C. has also 
promised a capital grant of £150,000 during the next quin- 
quennium towards the capital requirements of schools other 
than those connected with the development of the Blooms- 
bury site. The Treasury grant is being continued at its 
present figure for 1935-6, and the question of grant for the 
last four years of the quinquennium will be considered by the 
University Grants Committee next year. The counties and 
the county boroughs adjoining London have continued their 
annual grants, and the Carnegie Corporation has undertaken 
to provide 22,500 dollars a year for three vears for the 
Institute of Education to aid in the development of the 
Institute’s relations with students from the Dominions and 
Colonies. The Medical Schools have received some munificent 
gifts. Mr. W. J. Courtauld, whose family have already been 
such generous friends of the University, and who himself, only 
last year, presented £25,000 to the London School of Hygiene 
and Tropical Medicine to endow the Chair of Helminthology 
which now bears his name, has again come forward with a 
gift of £15,000 to complete the endowment. Mr. S. A. 
Courtauld has offered £15,000 to the Middlesex Hospital 
Medical School for a Clinical Research Unit. St. Bartholo- 
mew’'s Hospital Medical College has received £5,000 from the 
trustees of the late Lord Leverhulme for purposes of research, 
and a bequest of £6,000 under the will of Mr. E, J. Cave, 
an old St. Bartholomew's man, for the foundation of an 
entrance scholarship, to be known as the ‘‘ Helen Cave 
Memorial Scholarship.’’ In his report last year the Principal 
alluded to the arrangements made by the London County 
Council to associate one or more of its hospitals with the 
hospital medical schools, in order to provide additional clinical 
experience for students. This scheme has been considerably 
extended during the year, and the Senate has expressed deep 
appreciation of the action of the Council. The facilities 
atforded do much to remove difficulties which have increased 
rapidly in recent years and which, but for the assistance of 
the Council, might have proved insurmountable. 

The list of changes at the hospital medical colleges and 
schools is a long one. At the British Post-Graduate Medical 
School appointments have now been made to the new chairs 
and readerships. Professor F, R. Fraser has been appointed 
to the chair of medicine, Dr. James Young to the chair of 
obstetrics and gynaecology, Professor E. H. Kettle to that of 
pathology, and Professor G. Grey Turner to that of surgery. 


The following have also been appointed as Readers: Dr, R. S. 
Aitken (medicine) ; Mr. Lambert Rogers (surgery) ; Dr. J. C. 


Moir (obstetrics and gynaecology) ; Dr. Earl J. Wing (patho- 
logical chemistry) ; Mr. A. A. Miles (bacteriology) ; and Dr. 
John Gray (morbid anatomy). The appointments of Pro- 


fessors Fraser and Kettle at the Post-Graduate School created 
two vacancies at St. Bartholomew’s, in the chairs of medicine 
and pathology. To the former Dr. L. J. Witts has been 
appointed, and to the latter Professor Geoffrey Hadticld. At 
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same college a University chair of surgery has been | 

instituted in consequence of the retirement at the end of the 

gession of Professor G. E. Gask. An appointment will shortly 
e. 

London Hospital Professor William Bulloch has 
resigned from the Goldsmiths’ Company’s chair of bacterio- 
Jogy and has been succeeded by Dr. S. P. Bedson. A new 
chair of chemical pathology has also been instituted, to which 

_J. R. Marrack has been appointed. At St. Mary’s, owing 
to the death of Professor B. J. Collingwood, there is a 
yacancy, not yet filled, in the chair of physiology. At St. 
Thomas's Professor Le Gros Clark has been succeeded in the 
chair of anatomy by Dr. A. B. Appleton. At the London 
School of Medicine for Women Dame Louise McIlroy has 
resigned from the chair of obstetrics and gynaecology and 
Dr. Amy M. Fleming has been appointed to succeed her. 
At University College Hospital Medical School the title of the 
chair of obstetric medicine has been changed to that cf 
obstetrics and gynaecology ; the change is only one of title, 
and Professor F. J. Browne continues to hold the chair. 

Professor Charles Singer delivered the first of a series of 
three lectures on ‘‘ The History of Medicine ’’ at University 
College Hospital Medical School on May 13th. The second 
and third lectures will be given on Mondays, May 20th and 
gith, at 5.15 p.m., at the Medical School, University Street, 
W.c., and will deal with recent additions to the history of 
syphilis and medicine in America. The lectures are open to 
all medical students of the University of London. 

Sir Ernest Graham-Little, M.D., M.P., has been elected for 
the ninth time in succession to represent medical graduates of 
Convocation upon the Senate of the University of London. 
Among his nominators were Sir Thomas Barlow, Lord Dawson 
of Penn, Mr. H. L. Eason, Dr. A. M. H. Gray, Professor 
W. Sampson Handley, Lord Horder of Ashford, Lord Moynihan 
of Leeds, Professor Mitchell Stevens, Professor W. H. Maxwell 
Telling, and Sir William Willcox. 


UNIVERSITY OF MANCHESTER 
Dr. H. L. Sheehan, Jecturer in pathology, has resigned his 


post on his appointment as director of the Research Depart- 
ment in the Glasgow Maternity Hospital. 


UNIVERSITY OF SHEFFIELD 
At a meeting of the University Council held on May 10th 
it was decided to invite Dr. H. N. Green, at present lecturer 
in pathology in the University of Cambridge, to succeed Pro- 
fessor Florey in the Chair of Pathology. 

Dr. R. E. Pleasance was appointed honorary lecturer in 
anaesthetics and Dr. W. J. Clancy honorary demonstrator in 
obstetrics. 

Dr. Dorothy Brown, lecturer in bacteriology, Dr. Percival J. 
Hay, lecturer in ophthalmology, and Dr. Beatrice D. Pullinger, 
demonstrator in pathology, have resigned their posts in the 
University. 
UNIVERSITY OF GLASGOW 
The Struthers Gold Medal and Prize has been awarded to 
Thomas Nicol, D.Sc., M.B., F.R.C.S.Ed. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
A meeting of the Council of the Royal College of Surgeons of 
England was held on May 9th, when the President, Sir 
Holburt Waring, was in the chair. 

Dr. W. T. Gordon Pugh (Queen Mary’s Hospital, Carshalton) 
and Mr. H. E. G. Boyle (St. Bartholomew’s Hospital), 
Members of twenty years’ standing, were admitted to the 
Fellowship of the College. 

Mr. C. Bowdler Henry was appointed representative of the 
College at the ninth International Dental Congress, to be 
held in Vienna in August, 1936. 

The President reported that he had performéd the opening 
of the new building of the Royal Australasian College of 
Surgeons in Melbourne on March 4th, and that he had _pre- 
sented to Mr. Edgar Samuel John King the certificate of the 
award to him of the Jacksonian Prize for 1933. 

Diplomas of Membership were granted to H. F. Anderson, 

Margaret Brodigan, J. E. Elliott, K. D. Gibson, and 187 other 
candidates, whose names were printed in the reports of 
Meetings of the Royal College of Physicians of London in the 
Issues of the Journal of May 4th (p. 954) and May 11th 
(p. 1006) as recipients of the licence of that body. 
_A Diploma in Gynaecology and Obstetrics was granted, 
jointly with the Roval College of Physicians, to R. H. 
Nattrass. 

Mr. G. C. Knight and Mr. D. Slome were reappointed 
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Leverhulme scholars for a third year from July Ist. 


Medical Notes in Parliament 
[FROM OUR PARLIAMENTARY CORRESPONDENT ] 


The House of Commons this week was in committee on 
the schedules to the Government of India Bill, and there- 
after took the Housing Bill on report. 

On May 13th the Parliamentary Medical Committee 
entertained Dr. Arthur MacNalty, Chief Medical Officer 
of the Ministry of Health, at dinner, and thereafter was 
addressed by him on the public health services of England 
during the past six centuries. 

In the House of Lords, on May 14th, the Voluntary 
Hospitals (Paying Patients) Bill was considered in com- 
mittee. A report of the debate will appear next week. 

A meeting of the General Committee of the Parlia- 
mentary Science Committee was held at the House of 
Commons on May 14th, Sir Arnold Wilson being in the 
chair. It was reported that recent accessions to the list” 
of bodies allied to the committee include the Institute of 
Chemistry and the National Veterinary Medical Associa- 
tion. Mention was made of the committee’s successful 
efforts to secure consideration of the claims of scientific 
research in the Metropolitan Water Board Bill now before 
Parliament. Other activities were reported on aspects of 
the Government of India Bill, the exemption from income 
tax funds expended on industrial research, and the claims 
of science and technology to representation in the higher 
administrative posts of the Government service. Sir 
Arnold Wilson addressed the committee. 


Foot-and-mouth Disease 


On May 9th Mr. Cecit Hanpury asked whether, in view 
of the serious recent outbreaks of foot-and-mouth disease in 
Dorsetshire, Dr. Elliot could make any statement as to the 
progress of research into the causes of this pest ; and whether 
the Government was using all its powers to further scientific 
investigation. Dr. Exttior, in reply, said he believed that 
the Foot-and-mouth Disease Research Committee was doing 
all that was possible in the investigation of this very difficult 
subject. The programme of work contemplated by the com- 
mittee was recently considered by the Agricultural Research 
Council and approved. The fifth progress report of the com- 
mittee was expected to be available in about two months, and 
would deal inter alia with the work of the committee on 
possible means of introduction of infection into this country 
and of spread within the country, as well as with problems 
of immunity. Dr. Elliot added that he was fully satisfied 
the relative freedom of this country from disease could not 
have been maintained in the present state of knowledge other 
than by the slaughter of affected animals and those in contact 
with them. From 1932 inclusive to the present date there 
had been sixty-nine separate centres of foot-and-mouth disease 
in Great Britain. In forty-four of these centres infection was 
limited to one or two farms, and in forty-two the period of 
operation of the infected area restrictions did not exceed one 
month. In the remaining twenty-seven centres there was 
further spread of infection, but in twenty-five of these disease 
was completely eradicated and restrictions removed in less 
than two months, and in the other two in less than three 
months. The only alternative to slaughter under existing 
conditions was isolation and treatment. The Departmental 
Committee, which reported in 1925, strongly condemned isola- 
tion as equivalent to the abandonment of any hope of eradica- 
ting the disease from this country. It would necessitate the 
prolongation of restrictions, increase the difficulty of super- 
vision of outbreaks, involve owners in heavy losses, and lead to 
the disease becoming permanently established in the country. 


Streptococcal Infection in a Cattleman 


On May 13th Sir Arnotp Witson asked the Minister of 
Health whether he was aware that a cattleman at Dromenagh 
Farm, Iver, Bucks, had been detained since March 12th in 
the isolation hospital at Cippenham on the unsupported state- 
ment of a single medical officer that he was suffering from an 
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infectious disease, though he was at that date, and was now, 
considered by another doctor to be free from any disease ; 
and whether the Minister would take steps to procure his 
immediate release without prejudice to any claim he might 
put forward for damages tor illegal detention. Mr. SHAKE- 
SPEARE replied that the Minister of Health understood the 
man was not detained in the isolation hospital on the un- 
supported statement of a single medical officer. Eight con- 
secutive bacteriological examinations of swabs taken trom his 
throat disclosed the presence of haemolytic streptococci. The 
Minister was informed that he was discharged from hospital as 
soon as bacteriological examination indicated that the organ- 
isms were no longer present. 

Mr. SHAKESPEARE informed Sir Arnold Wilson, on May 13th, 
that the attention of the Minister of Health had been drawn 
to a statement at pages 96 to 98 of the report on the Health 
of the Army for 1932. This was that no appreciable decrease 
in the total dysentery figures had occurred during the five 
years in which an extensive search for dysentery carriers had 
been in operation, and that routine investigation for carriers 
had been abandoned in view of the injustice entailed to 
individuals. The Minister was advised, however, that dysen- 
tery was not comparable with the streptococcal infections, 
and that the isolation of a cowman at Cippenham Isolation 
Hospital, to which Sir Arnold Wilson had referred in his 
question, was, in the circumstances of the case, the proper 
course. The man was isolated not merely because of the 
finding of certain organisms in his throat, but as a result of 
a combination of bacteriological findings and epidemiological 
evidence. The Minister saw no necessity for special inquiries 
on this subject. 


Health Services of India 


During the debate on the Government of India Bill, in 
committee of the House of Commons, on May 13th, Sir D. 
SOMERVELL moved an amendment to the seventh schedule to 
include in the Federal Legislative List the Ranchi European 
Mental Hospital. He explained that Ranchi was a summer 
camp in Bihar, and was governed by the Centre. It was 
supported by contributions from various Provinces, and it was 
considered that the best way to maintain it was to make it an 
exclusively central subject. The amendment was agreed to. 

Mr. H. Wittiams moved to omit ‘‘ public health and 
sanitation ’’ from the list of subjects to be dealt with by 
the Provincial Legislatures. He said that he wished to ensure 
that public health should come into the concurrent list. 
Public health in the wide sense was not something which had 
any knowledge of provincial boundaries. If there were out- 
bursts of any kind of epidemic which in hot 
countries might become much more serious than in temperate 
countries, they must take a wider view of the subject than 
merely a narrow, provincial view. If an outburst of bubonic 
plague, which too often has inflicted great suffering and 
misery on the inhabitants of India, were handled by Pro- 
vincial Governments, working separately, very great 
dangers to the public health would be introduced. It public 
health were placed on the concurrent list the Federation would 
be able to deal with those aspects of public health where the 
problem knew no frontiers, and the Provincial Governments 
could attend to those aspects which were of a very much 
more local character. 

The DucHEss oF ATHOLL said that in India plague had 
taken a toll of 46,000 persons in 1932. In that year cholera 
in India accounted for 67,200 deaths, the lowest figure yet 
on record. From small-pox the toll was 114,691, and_ the 
Health Commissioner of the Government of India, in his latest 
report, had stated that India was the chief epidemic focus for 
small-pox. The prevention of cholera depended very largely 
on efficient drainage and pure water supply, but the service 
of public health, including sanitation, was handed over as 
a provincial subject, and as such it appeared in the Bill. The 
Commissioner for Health stated that very little progress had 
been recorded in India in regard to sanitation. The genera! 
opinion was that no provincial health department in India 
had even the minimum requirements necessary for the 
efficient performance of its functions. The most admirable 
measures proposed by the Central Government for preventing 
from one province to another 
provincial administration was 
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might be rendered useless if the 


ineffective. If they were really to have an efficient public 


health service in India there ought to be some means of pyo. 
viding for more or less uniform qualitications for public health 
officers. Again, the Health Commissioner stated that. the 
maternal death rate figures in India were six times ag great 
as ours, and, according to his report, child welfare work wag 
pitifully small and showed little tendency to increase. That 
revealed the need of more central authority, with a ye 
experienced officer to advise it, which could stimulate the 
Provincial Governments in this very important matter. Tuber. 
culosis was another great problem in India, and malaria wag 
a very terrible scourge. She earnestly begged the Government 
to give the amendment careful consideration. 

Mr. BurLer, in opposing the amendment, said that the 
Government had made a profound study of this question, 
He had many statistics showing the serious nature of the 
ravages of disease in India and the present condition of public 
health, and he would say nothing that would imply that the 
condition of the public health service at the centre was 
pertect, or was not open to improvement all over India, 
Any action that could be taken to improve it would meet 
with the Government’s approval. The object of the words jn 
the concurrent list was to secure co-ordination in these vital 
matters of infectious or contagious disease which might affect 
one province or another, and that point met the difficulty 
of disease which might cross the boundaries between one 
province and another. The Government wanted to carry out 
the opinion of the Statutory Commission, that this subject 
of public health or sanitation should not be taken away from 
the Provincial Governments. This had been a_ provincial 
subject ever since the reforms were introduced over twelve 
years ago, and must remain essentially a provincial subject. 

The differences between the provinces as_ regards the 
incidence of disease followed, unfortunately, provincial idio- 
syncrasies. The registration of intcctious diseases might have 
to be enforced in a different way in one province from that 
in which it was enforced in another. It would be very diffi- 
cult in the case of any particular disease which ravaged one 
particular province for the Federal Legislature to pass a law 
which necessarily suited that province. The manner of dealing 
with malaria in Bengal might be radically different from the 
manner of dealing with it, say, in the Punjab, and he was 
advised by the Government’s experts that it would not be 
conducive to the extinction of malaria if they were to insist 
on regulation, by a central Act, of the provincial treatment of 
malaria in different parts of India. To eradicate disease and 
have an efficient public health and sanitary service it was 
essential to encourage local effort and provincial autonomy 
in dealing with these matters. Interference from the centre 
would not encourage local effort, but would rather retard it, 
and they would be taking away from the locality the 
necessary stimulus to deal with its own particular problems. 
Moreover, these public health matters depended essentially 
on provincial finance, and as it was from that source they 
would be financed it seemed right that they should be under 
provincial control. 

With regard to intelligence, it would be possible, under an 
item of the Federal List, for institutions for research to be 
governed from the centre. That matter could be governed by 
Federal legislation. The Government considered that the most 
fruitful course to pursue in dealing with these problems was 
that of the co-ordination of policy between the centre and the 
units. In no Federation had the problem of health develop- 
ment been solved by coercion from the centre, but always by 
development of the unit. Latterly an actual Department of 
Health had been established in Australia. That had been 
arrived at entirely by co-ordination and co-operation between 
the units, and not by any artificial control from the centre. 
In India they envisaged that the future would follow very 
much the same lines, or he hoped so. Under Clause 133 the 
Government had given an opportunity to the Provinces to set 
up an inter-provincial council, and he devoutly hoped that 
further co-ordination on health policy might result from that. 
He had discussed the matter with Major-General Graham and 
others who had been connected with public health in India, 
and he believed it was their opinion that the best way to 
develop public health under the future federation would be by 
agreement between the units and by co-ordination and getting 
together, rather than by any sort of cocrcion. 

Mr. Ormspy-Gore said that, as one who had been very 
much interested in the problem of malaria for many years, he 


| 
| 
T 
| 
| 
I 
il 
| 0 
| 
N 
fe 
| 
| tc 
al 
| al 
| C 
| ot 
we 
| 
al! 
| Si 
su 
| Co 
| In 
| | de 
| int 
| wh 
| un 
| Mi 
Wa 
int 
| Tes 
| fac 
| pre 
Wo 
inf 
of 
epi 
| age 
| of 
| 
| ing 
me 
| mit 
| to 
wer 
| anc 
| 193 
| Sur; 
to 
| and 
by 


lealth 
t the 
great 
< Was 
That 
very 
the 
‘uber. 
Wag 
iment 


t the 
stion, 
f the 
Public 
it the 
> was 
India, 
meet 
rds in 
Vital 
affect 
culty 
one 
ry Out 
ubject 
from 
vincial 
twelve 
ect. 
s the 
| idio- 
t have 
1 that 
diffi. 
one 
a law 
lealing 
the 
Was 
10t be 
insist 
lent of 
se and 
it was 
onomy 
centre 
ard it, 
y the 
blems. 
ntially 
they 
under 


der an 
to be 
ned by 
e most 
1s was 
nd the 
-velop- 
ays by 
of 
1 been 
etween 
centre. 
very 
33 the 
to set 
that 
n that. 
m and 
India, 
vay to 
be by 
getting 


n very 
ars, he 


May 18, 19355 MEDICAL NOTES IN PARLIAMENT 1059 


— 
devoutly hoped that the Government of India would not try 
to impose anti-malaria measures on the Provinces, but would 
rovide for the maximum decentralization in the interest of 
science and of proper administration. It was of the utmost 
importance not to have uniformity in the attempt to deal 
with the preventive services dealing with malaria. In a rice- 

roducing country they could not have too much water as a 

reventive of malaria. Equally, in a wheat-producing country, 
a maximum of drainage was required. Probably the greatest 
success in fighting malaria had been achieved because they 
had been concentrated in a small, limited area. In the 
Panama Canal zone, in a certain swamp area of Palestine, 
and in the Pontine Marshes the efforts had been conspicuous 
successes in fighting malaria where they needed concentration 
of the whole population in local areas. Where the Central 
Government had adopted a sort of mass attack it had almost 
invariably failed. 

It was a very serious question how far quinine could be 
regarded as a prophylactic in the attack on malaria, and 
how far it was valuable as a remedy. That had nothing to 
do with preventive medicine and sanitation. The Government 
mainly regarded quinine as dealing with the curative side. 
Efforts had been made in the British Empire to grow quinine 
in competition with Java, but he was afraid many years and 
more experience would be needed before they found any part 
of the world so ideally situated to grow quinine as that 
particular area in Java where it was grown. Java had a 
monopoly because she could grow it more cheaply than in 
other places, and it was a little unfair to blame Indian 
Ministers or the Indian health services for failure to do what, 
for years, British and European officials had failed to do— 
namely, grow cheaper quinine than was grown in Java. 

The amendment was negatived by 216 votes to 31. 


Allowances for Dependants of Insured Persons.—Miss Ratu- 
BONE, on May 2nd, asked what would be the approximate cost 
to the State of providing dependants’ allowances for the wives 
and children of persons insured under national health insur- 
ance upon the basis recommended by the report of the Royal 
Commission on National Health Insurance, 1926, or upon any 
other basis for which estimates were available ; what, if any, 
would be the increase in workers’ and employers’ contributions 
made necessary ; and what would be the cost of dependants’ 
allowances on the same scale if the State bore the entire cost. 
Sir Hirton YounG said the only available information on the 
subject was in the second report of the Departmental Actuarial 
Committee to the Royal Commission on National Health 
Insurance on page 376. As the whole of the information 
desired could not be obtained from this source, a lengthy 
investigation by the Government Actuary would be required, 
which the Minister would not be justified in asking him to 
undertake. 

Hospital Treatinent of Disabled Pensioners.—Replying to 
Mr. J. C. M. Guy on May 9th, Major G. C. Tryon said it 
was the policy of the Ministry of Pensions to continue the 
existing practice of utilizing those hospitals most suited to the 
interests of ex-service patients for whom the Ministry was 
responsible. There was no intention of curtailing the special 
facilities provided by the Ministry, except in so far as might 
prove to be justified by the natural decline in the medical 
work of the department. 

Pension Claims for Epilepsy —On May 13th Major Tryon 
informed Mr. Hall Caine that he had no record of the number 
of claims made by ex-service men for pensions in respect of 
epilepsy which they attributed to their war, service. The 
aggregate number of pensions that had been granted in respect 
of this disease was 8,412. 

Insuvance Medical Practitioners.—Sir Hitton Youna, reply- 
ing on May 14th to Mr. Lyons, said that the number of 
Medical practitioners under agreement with Insurance Com- 
mittees in England and Wales, and the total amounts paid 
to them from national health insurance funds during 1931, 
Were 15,703 and £7,316,633 ; in 1932 the totals were 15,834 
and £6,875,014 ; in 1933, 16,019 and £6,898,822 ; and in 
1834, 16,329 and £6,995,255. The amounts payable to in- 
surance practitioners were subject, from October Ist, 1931, 
to June 30th, 1934, to an economy deduction of 10 per cent., 
and as from July Ist, 1934, to the end of the period covered 
by this statement, to an cconomy deduction of 5 per cent. 


Medical News 


Professor C. J. Sisson will deliver a public lecture on 
‘Sir Thomas Browne and his Religio Medici ’’ at Univer- 
sity College, Gower Street, W.C., on Tuesday, May 21st, 
at 5.30 p.m. 

The annual general meeting of the Chelsea Clinical 
Society will be held at Hotel Rembrandt, Thurloe Place, 
S.W., on Tuesday, May 2Ist, at 8.30 p.m. The meeting 
will be preceded by a dinner at 7.30 p.m. and followed 
by a discussion on ‘‘ Sex Problems in Practice,’’ to be 
opened by Professor Millais Culpin. 

‘“Immunization in Theory and Practice ’’ and ‘‘ Hous- 
ing, with Special Reference to Overcrowding,’’ will be dis- 
cussed at a sessional meeting of the Royal Sanitary 
Institute at Carlisle Town Hall, on Friday, May 24th. 
The first discussion will be introduced by Dr. J. Steven 
Faulds, on scarlet fever, and Dr. J. C. B. Craig, on 
diphtheria ; and the second discussion by Dr. Allan Semple. 

A special meeting of Fellows of the Royal Society of 
Medicine will be held on Tuesday, May 21st, at 5 p.m., to 
consider the nomination of officers and council for 1935-6. 
At 5.30 p.m. a general meeting of Fellows will hold a 
ballot for election to the Fellowship and for Honorary 
Fellowship. 

The thirty-sixth annual meeting of the Lebanon Hos- 
pital for Mental Diseases will be held at Friends House, 
Euston Road, N.W., on Monday, May 20th, at 4.30 p.m., 
with Lord Alness in the chair. 


A meeting of the Medico-Legal Society will be held 
at 11, Chandos Street, W., on Thursday, May 23rd, at 
8.30 p.m., when a paper will be read by Dr. T. H. 
Blench on ‘‘ A Police Surgeon’s Problems.’’ A discussion 
will follow. 

A free post-graduate course on the clinical aspects of 
heart diseases will be held at Bad Elster from May 3lst 
to June Ist. Further information can be obtained from 
the Badedirektion, Bad Elster, Germany. 

The Fellowship of Medicine (1, Wimpole Street, W.) 
announces that a fortnight’s course in gynaecology will 
be given at Chelsea Hospital from May 27th to June 8th. 
From May 27th to June Ist an intensive course in chest 
diseases will be given at City of London Hospital, 
Victoria Park, E., and a month’s course of instruction 
in venereal disease will be given at London Lock Hos- 
pital from May 27th to June 22nd. Candidates for the 
M.R.C.P. examination will find the following courses 
helpful: Chest and heart disease at Victoria Park Hos- 
pital, on Wednesdays and Fridays, at 6 p.m., from June 
5th to 28th ; chest diseases at Brompton Hospital, two 
days a week during June, from 5 p.m. to 6.30 p.m. ; 
and clinical and pathological course at National Temper- 
ance Hospital on Tuesdays and Thursdays at 8 p.m., 
from June 11th to 28th. Week-end courses will be given 
as follows: Obstetrics at City of London Maternity Hos- 
pital, May 25th and 26th ; fevers at Park Hospital, 
Hither Green, S.E., June 15th and 16th. Other forth- 
coming courses include urology at St. Peter’s Hospital, 
June 17th to 29th ; medicine, surgery, and the specialties 
at Prince of Wales’s General Hospital, June 17th to 29th 
and July Ist to 13th ; cardiology at National Heart 
Hospital, June 24th to July 6th. Daily clinical instruc- 
tion in various branches of medicine and surgery is 
available through the Panel of Teachers. 

The Buxton Division of the British Medical Association 
has arranged an excursion to the Shropshire Orthopaedic 
Hospital, Oswestry, on Saturday, June Ist, with the 
following time-table: 10.45 a.m., meet at Devonshire 
Royal Hospital, Buxton ; 11.15 a.m., leave for Ellesmere ; 
1 p.m., lunch at The Boat House, Ellesmere ; 2.15 p.m., 
arrive at Shropshire Orthopaedic Hospital ; 2.30 p.m., 
demonstration of cases by Mr. Harry Platt, and inspection 
of hospital ; 4 p.m., tea. Applications to join the party 
are invited from members of the Derbyshire Branch and 
their ladies, and should be addressed to the honorary 
secretary of the Division, Dr. L. S. Potter, 18, Broad 
Walk, Buxton, to reach him by May 22nd. 
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Some thirty members of the Inter-State Post-Graduate 
Medical Association of North America will arrive in 
London on Sunday, May 26th. They will visit the 
Middlesex Hospital on the afternoon of May 27th, Guy’s 
Hospital on the 28th, and St. Bartholomew's Hospital 
on the 29th, where a special programme of clinical demon- 
strations has been arranged. Mr. Philip Franklin (27, 
Wimpole Street, W.1) is in charge of clinical arrangements 
for Great Britain. 

The annual medical missionary breakfast of the Medical 
Prayer Union will be held at the Refectory, University 
College, Gower Street, W.C., on Wednesday, May 2$th, 
at 8 a.m., with Mr. W. McAdam Eccles in the chair. An 
address will be given by Dr. Frederick N. Green of the 
Church Missionary Society, Maseno, E. Africa. Those 
wishing to attend should notify the honorary secretary, 
Dr. Tom Jays, at Livingstone College, Leyton, E.10. 

On May 10th the research group known as ‘‘P E P”’ 
(Political and Economic Planning) published two reports, 
one dealing with the raising of the school age and _ part- 
time continued education until 18, the other surveying 
what has been done about retirement pensions, and what 
might be done in the near future. These reports are 
called ‘‘ The Entrance to Industry ’’’ and “ The Exit 
from Industry ”’ in order to emphasize that the policies 
proposed are not only to be considered on their own 
merits, but also as a carefully worked out contribution 
to a more orderly structure of British social services. 
In order to make them as widely available as_ possible 
they are priced at Is. each, and copies may be obtained 
from P E P, 16, Queen Anne’s Gate, 5.W.1, price Is. 3d., 
post tree. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, -on receipt ot proots Authors over-seas 
should indicate on Mss. if reprints are required, as proois are 
not sent ibroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journa’, should be addressed to the 
Financial Secretary and Business Manager 

The TELEPHONE NUMBER of the British Medical Association and 
the Briitsh Medical Journal is EUSTON 2111 (internal exchinge, 
five lines). 

The TELEGRAPHIC ADDRESSES are: 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London, 
MEDICAL SECRETARY, Medisecra Westcent, Lond. n. 

The address of the Irish Office of the British Medical Association is 
18, Kildare Street, Dublin (telegrams: sai lus, Dublin ; tele- 
phone: 62550 Dublin), and of the Scottish Othce, 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ; telephone: 
24361 Edinburgh). 


QUERIES AND ANSWERS 


Painful Swelling of Breasts 

“Pp. G. D.’” writes: Mrs. X., aged $31, married seven 
years, no issue, is complaining of paintul enlargement of 
both mammary glands, associated with menstruation. The 
pain and swelling commences about seven to ten days before 
each period. There is secretion from breasts. A neuropathic 
strain is evident from patient’s history. What relation 
these phenomena in the mammary tissues bear to ovarian 
activity and pituitary influences is a question upon which 
I should value the opinion of some of your readers. Also 
suggestions for suitable therapy. 


Insuffla’ion of Eustachian Tube 
“Jy. D.”’ writes: Can any reader suggest a method of con- 
ducting hot air into the Eustachian tube, either by the 
pharyngeal extremity or by the external auditory canal, 
where the drum 1s absent? 


LETTERS, NOTES, ETC. 


Unqualified Practice 

““ West Country G.P.”’ writes: I often wonder, and in fact 
am not a little amazed, at the way in which some pharma. 
ceutical chemists undertake to treat medical and surgical 
cases. I know several chemists who actually bring patients 
into a special room, where they examine and prescribe for 
them. The peculiar thing is, the patient never dreams of 
accusing the chemist, should his diagnosis and treatment be 
wrong, and the chemist, om his part, is ignorant of the end- 
results of his muddling, except where the cure is due to 
“vis mediatrix naturae.’’ During the past six months the 
following cases have come to my notice, and I feel some. 
thing should be done about it. First, a child, whose mother 
described to a chemist the symptoms of abdominal pain with 
occasional bouts of diarrhoea. For this the chemist not only 
advised but prescribed, brave man. Because the child failed 
to improve the mother sent for me. It was an obvious case 
of tuberculous peritonitis with marked wasting. Still, jt 
might have been something else. Secondly, a child with a 
septic cut on the knee, which a chemist examined, 
advising fomentations with his boric lint. The child cried 
so much the mother brought it to me, and examination 
revealed a large inguinal abscess. Thirdly, a man who was 
‘* under the chemist’s care for three weeks ’’ and then wag 
discharged because the chemist failed to effect a cure. When 
I saw him the diagnosis was not obvious, but he had a 
Hb of 26 per cent., a red blood count of 1} millions, and 
marked icterus. Fourthly, a girl with bad pyrrhoea was 
advised by her dentist, in whom I personally have every 
faith, to have total extraction. She returned in a few days 
to say she had had her mouth examined by a chemist, who 
stated extraction was unnecessary and that mouth washes 
were all that was required. <A fifth and rather tragic case 
was that of a woman with sternal pain resembling coronary 
sclerosis and also symptoms suggesting cholelithiasis. On 
account of her cardiac condition operation was denied 
her for her gall-stones. Nevertheless, a chemist undertook 
to ‘‘ dissolve ’’ them for her, and treated her with olive oil 
and a powder resembling a seidlitz. His fee, I know, was 
high, an the relief afforded was in inverse proportion. She 
died shortly afterwards from a coronary thrombosis, 


Osteopathic Treatment 

Mr. J. F. Peart, F.R.C.S.I. (London, W.), writes: The 
following, which has recently come to my notice, you may 
think sufficiently interesting to publish. A young woman 
of 25 years consulted me for a hernia she was supposed to 
be suffering from. She had been under treatment for such 
for some time by an osteopath. He evidently did not 
consider spinal treatment sufficient, as he ordered her to 
get a truss, which she was wearing. The condition was one 
of uterine fibroids, which have since been removed. 


Vitamins 
Glaxo Laboratories have published in pamphlet form a 
summary of the nature physiological actions, and clinical 
applications of the vitamins, with particular reference to 
the concentrated preparations issued from 56, Osnaburgh 
Street, N.W.1. Copies will be sent to medical practitioners 
on application to the laboratories. 


Corrigenda 
In the article ‘‘ Eleven Years’ Work on Anaesthetics ’’ in last 
week's Journal (p. 984) there were two errors: in lines 16-17 
reference was made to the late Professor W. E. Dixon; 
this should, of course, be the late Professor H. B. Dixon 
of Manchester. In the last paragraph, thirteen lines from 
the bottom, Dy. N. E. Pitt’s name was wrongly spelt. 


In correction of the paragraph published last week at page 
995, we are asked to state that Dame Louise McIlroy will 
preside over Section C, Maternity, Child Welfare, and School 
Hygiene, at the health congress of the Royal Sanitary 
Institute, to be held at Bournemouth next July. 


Vacancies 
Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 44, 45, 46, 47, 48, 49, 50, 51, 54 
and 55 of our advertisement columns, and advertisements 
as to partnerships, assistantships, and locumtenencies at 
pages 52 and 53. 


A short summary of vacant posts notified in the advertise 
ment columns appears in the Supplement at page 223. 
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